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Mental Hospitals and A.P.A.’s New Home 


Mental hospitals and related institutions everywhere have an important stake in the American Psychiatric Association's nev 
home in Washington, D. C., which will be occupied by the Central Offices in 1956. It will house the Mental Hospital Service, 
the Information Service, the Inspection and Rating Service of the Central Inspection Board, the Mental Hospital Architee 
tural Study, the State Survey Office, and the other offices that carry out the official programs and policies of the Association 
under the administration of the Medical Director. Many public and private mental hospitals have contributed to the A.P.A 
Building Fund. In several cases staff doctors have joined together to contribute in the name of their hospitals. Why not 
ensure that your hospital is enrolled in the Book of Contributors? Contributions should be addressed to A.P.A. Building 


Fund, 1785 Massachusetts Avenue N. W., Washington 6, D. C. 
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THIS MONTH’S ISSUE 


A well-known Broadway producer, who had five 
plays running currently on Broadway, was asked 
“What makes a play successful?” He replied “If 
only I knew the answer, I’d be a millionaire.” 

What makes a meeting successful? We wish we 
could capture the formula in words, but we only 
know that the Seventh Mental Hospital Institute 
was one of the most successful we ever had; not 
only because of the record number of delegates— 
122, of whom A.P.A. staff members accounted for 
only 13; not only because of the wide participation 
—131 people spoke 241 times from the floor; but 
because there was more discussion of the psychiatric 
patient as a person than any of us can previously 
recall. 

For those who enjoy statistics, 242 of the dele- 
gates were psychiatrists; 38 nurses came, 71 business 
managers and administrators, and 54 from other 
hospital disciplines; six of the delegates were state 
commissioners and there was one representative of 
mental hygiene groups. Forty-seven states were rep- 
resented, plus the District of Columbia, one Terri- 
tory and 6 Canadian Provinces; the largest dele- 
gation came from Pennsylvania, which had 32 dele- 
gates to Maryland’s 31. ‘Twenty-four people came 
from Canada. 

This year’s presentation of the proceedings is a 
departure from the custom of previous years. The 
Medical Director and the Mental Hospital Service 
consultants felt that the discussions deserved wider 
distribution than has been possible by publishing 
a separate book. 

Extra copies of this issue are available, as long as 
they last, at the nominal price of 50¢ each, cash 
required with orders of less than 6 copies. (In 
previous years, the book has been $2.00 or $2.50.) 

Following last vear’s editorial format, however, 
the proceedings are presented in the form of | sub- 
stantive accounts of the discussions and run ap- 
proximately the same length. Each participant is 
listed in the account of the discussions, and there 
is a complete geographic roster of all who attended. 
Historical data on the meeting will be found on 
Page 64. 





Meet Dr. Whatsisname: 


On pages 25, 27 and 52 will be found a 
new acquaintance. This time he is wordless, 
but we think his expressions indicate his feel- 
ings quite clearly. In the future, however, he 
will have plenty to say. Some of the most 
vocal individuals in psychiatry will serve as 
his ghost-writers. You may not always agree 
with him—even the Editor occasionally takes 
issue with his pronouncements, which are al- 
ways lively and occasionally controversial. 

Unfortunately he won't tell us his name. He 
insists on a nom-de-plume. Will you help us 
out by making suggestions? 

















THORAZINE* 


helps to keep more patients out of mental hospitals 


With ‘Thorazine’ “more patients will be released after shorter periods 
of hospitalization and fewer patients will require re-hospitalization. 
More patients can be treated in the community, at clinics or in the 
psychiatrist’s office without being hospitalized at all.’”’! 
‘Thorazine’ is available as the hydrochloride in ampuls, tablets and syrup; and as the base in suppositories. 
For information write: Smith, Kline & French Laboratories, 1530 Spring Garden Street, Phila.i 


1. Hoffman, J.L.: in Chlorpromazine and Mental Health, Philadelphia, Lea & Febiger, 1955. 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
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Psychiatric Units in General Hospitals 


by R. FINLEY GAYLE, JR., M.D. 


President, American Psychiatric Association 


OME OF YOU who are here tonight are attending your first Mental 

Hospital Institute. Some of you are repeaters in the best sense of the 
word. And some of you are what we might call charter Institute members. 
You have participated in each of the six previous meetings, and have 
watched this enterprise grow from a small tentative experiment to its pres- 
ent status of proven worth. 

When the Institutes were initiated in 1949, no one knew how many im- 
portant contributions they would make to mental hospital care. Perhaps I 
should qualify this statement. Dr. Blain, who dreamed up the idea, realized 
at the beginning the great potentialities of the Institutes. His vision was 
correct. His belief in the value of these meetings has been justified. 

At the start, the subjects discussed were necessarily restricted to problems 
of mental hospitals and particularly public ones. Steadily, year by year, 
the scope of the Institutes has broadened to cover wider territory. This is 
as it should be. The psychiatric hospital, whether public or private, does 
not exist in a vacuum. It does not function in isolation. Previous Institutes 
have shown that the psychiatric hospital is—or should be—an integral part 
of the community, providing some of the many inter-related facilities for 
the care of the mentally ill. 

In line with this development of the Institutes during the relatively short 
period of six years, the time has come, I think, for these workshop meetings 
to concern themselves with psychiatric care wherever it is given, and to ex- 
plore the inter-relation of all the mutually supportive services. 

With these thoughts in mind, I am not going to speak about some specific 
advance in mental hospital care, or about some mental hospital problem 
that calls for solution. Instead, my talk deals with psychiatric services in 
general hospitals. Such services have profound and far-reaching effects. 
They influence patient care, medical and other professional education, the 
integration of psychiatry with other branches of medicine, the public’s 
attitude about psychiatry, and the work of the mental hospitals. 

Viewed in this broad perspective, the establishment of psychiatric units 
in general hospitals is significant for all of us who are concerned with mem- 
tal illness, whatever we do and wherever we function. 

Up to about two decades ago, the general hospital in theory provided 
adequate care for all persons in the community who required medical atten- 
tion of any kind; but in practice, it consistently ignored the psychiatric 
patient. 
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The situation is different today. 
The concept of the general hospital as 
a community resource that serves as 
an all-round medical center is taking 


hold. The multi-discipline approach 
to patient care is gaining ever greater 
acceptance. There is an awareness 
of the emotional components in so- 
matic illness, and an ever greater op- 
portunity to translate this awareness 
into action. These developments have 
changed the general hospital's attitude 
about its functions and responsibili- 
ties. They have sharply accelerated 
the trend toward the inclusion of psy- 
chiatric services. 

The historically minded will be in- 
terested in knowing that a department 
for—I quote—“the cure and treatment 
of lunatics” was established at the 
Pennsylvania Hospital in 1755. The 
Sisters of St. Francis Hospital in Pitts- 
burgh, under the necessity of caring 
for one of their members who had be- 
come mentally ill, had their first psy- 
chiatric patient in the early 1880's. 
They were soon taking care of other 
mentally ill patients sent to them by 
physicians. In 1901 a psychiatric unit 
was opened at Albany Hospital, New 
York. Dr. J. M. Mosher, who estab- 
lished it, was among the first to recog- 
nize that the general hospital offers 
many diagnostic, consultant, and treat- 
ment facilities essential to the total 
welfare of mental patients. 

The number of such services in- 
creased sporadically during the fol- 
lowing years, but there was no pro- 
nounced trend in this direction until 
the past two decades. Since the mid- 
1930's one general hospital after an- 
other throughout the country has es- 
tablished a psychiatric unit. I shall 
not attempt to name any of them. To 
do so would only mean that I would 
omit others that are equally impor- 
tant. Dr. A. E. Bennett, who made a 
comprehensive survey of the situation 
and has long been interested in this 
field, considers the trend one of the 
most important in present-day medical 
practice. 

Many Benefits Accrue 

This conclusion is clearly supported 
by even a brief consideration of the 
effects of having psychiatric units in 
general hospitals. 

We know that the possibilities of 
recovery in mental illness are greater 
if diagnosis is promptly made and 
early intensive treatment is available. 
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We know that many persons in need 
of early treatment do not receive it 
because they and their families are 
unwilling to go through the many and 
still, unfortunately, complex proce- 
dures necessary for admission to a 
mental hospital. When the patient can 
be admitted to the general hospital 
of his own community on a voluntary 
basis, he and his family are much 
more likely to seek help at the first 
indications of illness. An added fac- 
tor in their willingness to do so is that 
the patient can more readily remain 
in contact with his family physician, 
instead of being put in unfamiliar 
surroundings often far from home. 

Admission to a general hospital en- 
courages community acceptance of psy- 
chiatry as a type of medical treat- 
ment; too often psychiatry is thought 
of as something mysterious and apart. 
It supports the idea that mental ill- 
ness, like any other illness, can be 
treated and cured. It promotes pub- 
lic understanding of what psychiatry 
can do. 

One of the greatest contributions of 
the psychiatric service is the psychia- 
tric orientation of the hospital's per- 
sonnel. All of them—administrative 
workers, house staff in the other serv- 
ices, nurses, occupational and recrea- 
tional therapists, social workers, and 
attendants—gain a better understand- 
ing of the emotional components of 
illness. In a hospital dealing exclu- 
sively with what is called physical ill- 
ness, there is a tendency to focus on 
the specific somatic pathology—the ap- 
pendicitis or heart murmur, for ex- 
ample—and to forget the individual. 
Psychiatric orientation does much to 
counteract this tendency. It empha- 
sizes the modern concept of treating 
the whole man, rather than an iso- 
lated somatic malfunctioning. 

By offsetting the exclusively somatic 
approach to illness, psychiatry im- 
proves diagnosis and therapy in all the 
services. As one writer put it, we 
must beware of the assumption that 
every backache has an anatomical 
cause, and that every complaint the 
patient makes that is different from 
the one set down on his admission 
record is groundless. The _ psychia- 
trist’s techniques are also enriched and 
improved through contact with the 
other hospital services. 

All of us bemoan over-specializa- 
tion in medicine but, to paraphrase 


Mark Twain, no one does much about 
it. The psychiatric service in the gen- 
eral hospital is a potent force in break- 
ing down interspecialty barriers or at 
least in lowering them. The close 
association of the psychiatrist and his 
colleagues in consultation and treat- 
ment, and their joint consideration of 
hospital problems tend to integrate 
psychiatry with all other medicine. It 
brings psychiatry into the general 
medical fold. This is where it be- 
longs. I stress this point, for the iso- 
lation of psychiatry is still a powerful 
cause of the misunderstanding and 
lack of acceptance that so seriously 
handicap our work. 

Even hospital personnel have been 
heard to use such terms as “nut de- 
partment” and “psycho floor” to desig- 
nate psychiatric services. And this may 
be taken as an indication of woeful 
misconceptions about the role of psy- 
chiatry in medical practice. 


Professional Education Improved 


As you know, it is now an accepted 
principle that general medical educa- 
tion should include training in deal- 
ing with emotional symptoms, and a 
general understanding of the princi- 
ples of psychiatry. I hold that no 
physician is properly equipped to dis- 
charge his responsibilities without this 
training. I need not remind this audi- 
ence that a large percentage of pa- 
tients consulting general practitioners 
have disturbances complicated by neu- 
rotic or emotional conditions. The 
number is put at from 50 to 75 per- 
cent. The hospital that can provide 
a full range of teaching material cov- 
ering the psychiatric as well as the 
purely physical aspects of illness is ob- 
viously a better teaching center for 
medical students and interns that one 
that does not admit mental patients. 
Moreover, it will attract interns who 
want experience in all-round service. 

Student nurses today are also re- 
quired to have some training in the 
field of psychiatry, even if they are not 
planning to go into psychiatric nurs- 
ing. If the home hospital has a psy- 
chiatric department, the nurse gains 
experience in this field continuously 
throughout her period of training, in- 
stead of only during the time she 
spends in the affiliated mental hospi- 
tal. Moreover, with the psychiatric 
orientation of the entire hospital 
personnel, as I have already noted, her 
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general understanding of the psychi- 
atric approach is deepened. 

‘The educational advantages are not, 
of course, limited to the medical and 
nursing fields. The hospital can offer 
advanced training for social workers, 
clergymen specializing in pastoral psy- 
chology, psychologists, and technicians 
of various kinds. It is also able to 
offer well-rounded in-service training. 

Leaving the educational area, I 
want to touch briefly on the potential 
contribution of this form of psychia- 
tric service in planning comprehen- 
sive psychiatric services in a commu- 
nity. This is a task that confronts us 
today and that will become more 
pressing in the immediate future. A 
psychiatric unit in a general hospital, 
Dr. Blain has pointed out in a recent 
article, provides information about 
the relationship between physical com- 
plaints and psychiatric needs in the 
hospital population. It is possible to 
determine how many persons in that 
population would benefit from psychi- 
atric observation, how many need for- 
mal consultation, transfer to the psy- 
chiatrie unit for special treatment, or 
continued outpatient care after dis- 
charge. On the basis of such informa- 
tion, it should be possible to work out 
indices of the psychiatric needs of 
larger population groups. Thus we 
will have some valid guidelines in de- 
termining the facilities needed for 
complete psychiatric service in a com- 
munity of a specific size. 


Misconceptions Impede Acceptance 


With all these obvious advantages, 
one would imagine that every general 
hospital in the country would be es- 
tablishing a psychiatric unit or trying 
to establish one. Such ready accept- 
ance of the principle is impeded by 
many misconceptions. Some arise 
from lack of information, some from 
the all too human trait of resisting 
change and rationalizing that resist- 
ance. 

As Dr. D. Ewen Cameron has aptly 
reminded us, most of the medical men 
who control hospital policy—superin- 
tendents, heads of clinics, and chair- 
men of medical boards—completed 
their medical training some twenty 
years ago. They tend to think of men- 
tal illness in terms of the clinical ma- 
terial they saw in the state hospitals 
of that day, and they do not realize 
that the stereotypes they have set up 
are no longer valid. Thus, to them, 


psychiatric patients are violent, noisy, 
and destructive. They must be locked 
up. To them, mental illness is sel- 
dom amenable to treatment. There 
is a stigma about it, and they want 
none of it attached to their hospitals. 
Let’s look at the facts. Most psy- 
chiatric patients are not noisy. One 
or two soundproof rooms will take 
care of the 2 or 3 percent that are. 
Most of them are not violent and de- 
structive. In any case, the few that 
are can be controlled by modern tech- 
niques of therapy and care. As for 
not wanting nervous or emotionally 
sick people in their hospitals, one can 
only reply that they are already there, 
even if the emotional components of 
their stated illness are not recognized. 
Moreover, somatic symptoms are often 
purposely emphasized in diagnosis to 
obtain hospital admission and to safe- 
guard the patient’s insurance benefits. 
The objection that psychiatric units 
in general hospitals cannot be staffed 
is the vicious circle type of argument. 
Experience shows that it is possible to 
assemble an attending staff of part- 
time pyschiatrists in any fair-sized city, 
if there is opportunity for constructive 
work. As matters stand, the psychia- 
trist is often made to feel unwelcome 
in the general hospital, and then the 
hospital complains that it cannot pro- 
cure a staff. And so it goes for other 
members of the psychiatric team. I 
am convinced that a general hospital 
with a wide range of clinical material 
and good teaching and research pro- 
grams will not have too much diff- 
culty in staffing a psychiatric unit. 
Finally, the complaint is sometimes 
made that mental patients tie up 
much-needed hospital beds. It should 
be remembered that psychiatric units 
in general hospitals are primarily for 
short-term treatment. The hospital 
stay is not excessively longer than the 
average for other types of illness; 
about 80 to 90 percent of admissions 
are discharged, usually to the outpa- 
tient service for further care. When 
prolonged treatment is needed, or the 
prognosis for remission is not good, 
the patient is generally transferred to 
a psychiatric hospital, or sent home 
for eventual commitment. 
This brings up a point that should 
be emphasized. The state hospital 


should not be thought of as a dump- 
ing ground for patients who cannot 
be successfully treated in general hos- 
pitals. The latter, because of the lim- 


ited number of their services and 
their restricted physical facilities can 
offer only short-term treatment. The 
mental hospital is not handicapped in 
this way. Under optimum conditions, 
it can offer both long-term treatment 
and briefer periods of intensive treat- 
ment. Ideally, both types of hospitals 
should be integrated into a compre- 
hensive program for the care of the 
mentally ill. 


Figures Show Trend 


I have already spoken about the 
marked trend in the establishment of 
psychiatric services in general hospi- 
tals during the past two decades. A 
few figures will illustrate what has 
been happening. In 1939, only 37 
general hospitals and 6 Veterans Ad- 
ministration general hospitals had psy- 
chiatric facilities. In 1940, there were 
89 hospitals with such facilities, and 
by 1945 the number had increased to 
100. In 1954 614, or 13 percent of 
4,715 general hospitals were admitting 
patients to psychiatric services. Well 
over half of these 614 had separate 
buildings or separate departments for 
their psychiatric services. The re- 
mainder, while admitting psychiatric 
patients, had no separate facilities. 

Encouraging as these figures are, 
they show how much still remains to 
be done. In terms of total bed ca- 
pacity, only 4 percent of general hos- 
pital beds are available for psychiatric 
disorders, and this 4 percent accommo- 
dates only one percent of all hospital- 
ized mental patients. 

What is the goal, quantitatively 
speaking, for psychiatric beds in gen- 
eral hospitals? It is usually put at 10 
percent of the total beds. This would 
mean 60,000 of the presently available 
600,000 general hospital beds. Con- 
sidering that emotional disturbances 
or somatic diseases with substantial 
emotional content are said to account 
for one-fourth of all admissions to gen- 
eral hospitals, this appears to be a 
very conservative minimum. I be- 
lieve, however, that it would be suf- 
ficient, if the beds were properly dis- 
tributed and were supported by out- 
patient services. 

As to the size of communities that 
should establish psychiatric units in 
their general hospitals, I have said in 
the past that there should be such 
units in the general hospitals of every 
city of over 50,000 population. The 
minimum figure is sometimes put at 
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100,000. It seems to me to be more realistic to use the size 
of the hospital as the criterion, as is done in the American 
Psychiatric Association’s Standards for Psychiatric Hos- 
pitals and Clinics. The section on psychiatric units in gen- 
eral hospitals states that any community that can support 
a good 150-bed or larger general hospital can usually sup- 
port a psychiatric service in that hospital. Details of size, 
purpose and function, organization, staffing, and physical 
facilities are given in this section. I urge you to read them. 

For our purposes this evening, it will suffice to emphasize 
a few points. They indicate that the physical set-up of a 
psychiatric unit is neither complex nor costly. They also 
point out that certain policies should be followed if the 
service is to fulfill its functions. 

The unit need not and preferably should not be separate 
from the general hospital plant. Semi-private rooms and 
small wards are preferable to private rooms because they 
encourage group adjustment. Since almost all the patients 
are ambulatory, space is needed for dining, recreation, and 
day-time occupancy in general. Complete segregation of 
the sexes is not necessary. An adequate 25-bed psychiatric 
department can be housed in any ordinary hospital wing 
without prohibitively expensive remodelling. In this con- 
text, I call attention to the studies now being made by the 
A.P.A. Mental Hospital Service Architectural Study Project. 
The Project is now surveying existing psychiatric facilities 
in general hospitals with a view to being able to give con- 
structive guidance about physical arrangements in the near 
future. 

As for general policies—with few exceptions admission is 
on a voluntary basis by medical referral. Commitment is 
discouraged. Indeed, the very purpose of caring for a pa- 
tient in a general hospital seems to demand that admission 
be voluntary. 

A Summary of the Benefits 

At the risk of sounding like an advertising copy writer, 
I want to conclude with a summary of the benefits and 
contributions of the type of service I have been discussing. 
A psychiatric service in a general hospital: 

Provides prompt diagnosis and early intensive treat- 
ment, thereby increasing the possibilities of recovery. 
Has a profound and immediate effect on the entire 
hospital staff through enriching its understanding of 
psychiatry. 

Raises the standards of diagnosis and treatment in the 
other hospital services. “ae 

Betters the techniques of the psychiatrists through con- 
tact with their colleagues in the other services. 
Improves training in medical, nursing, and other areas. 
Broadens the scope of the hospital’s research program. 
Breaks down specialty barriers. 

Integrates psychiatry into the general field of medicine. 
Educates the community. 

Promotes public acceptance of psychiatry and an un- 
derstanding of its role. 

Enables the hospital to fulfill its functions of all-round 
service to the community. 


In my opinion, any general hospital worthy of the name 
‘hnould contain a psychiatric unit. 
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Action: FRENQUEL is a com- 
pletely new anti-hallucinatory, 
anti-confusion drug. FRENQUEL 
does not sedaie nor stimulate. 
Usually 24 hours or more must 
elapse before clinical improve- 
ment takes place. When 
FRENQUEL is discontinued, pro- 
dromal symptoms may recur in 
about one week. 

Even though relief is not ob- 
served in all patients, the many 
dramatic successes already expe- 
rienced with FRENQUEL in wide- 
spread clinical use warrant 
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Progressive Responsibility and Freedom 
For Patients 


Chairman: 


Discussion Leader: 


Presentation: 


Outstanding during the past ten 
years of psychiatric activity have been 
the spectacular growth of the private 
practice of psychiatry and the in- 
creased knowledge of psychiatric prin- 
ciples. This has led to improved 
therapeutic techniques and the in- 
crease in quality and scope of train- 
ing and research opportunities. So 
dramatic are these developments that 
it is easy to overlook the amount of 
constructive attention which has been 
given specifically to the intramural 
care of the mentally ill and retarded. 

Many were engaging in construc- 
tion programs immediately after 
World War II and this brought into 
sharp focus the need for better under- 
standing by architects of the func- 
tional needs to be served by hospital 
buildings. There was discontent 
with precedent, with things as they 
were, not only in architecture, but also 
in staffing patterns, organization and 
administration. Gradually our em- 
phasis was shifted somewhat from the 
attitudes of the community towards 
psychiatry and particularly towards 
psychiatric hospitals, and redirected 
towards attitudes within the hospitals 
themselves. 

Reports in the professional liter- 
ature began to question current con- 
cepts of intramural care and treat- 
ment and indicated new avenues for 
exploration. The hospital as a social 
unit became more and more signifi- 
cant. Many of us, overcoming certain 
resistances, invited social scientists to 
examine, criticize and suggest. Their 
findings were illuminating and at 
times disturbing. 

At the same time the increasing 
number of disciplines represented in 
the hospitals not only provided ex- 
panding opportunities for diversifica- 
tion of treatment, but brought about 
organizational problems particularly 
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in staff relationships and their effect 
on patients. Studies were made of 
the interaction of environment on pa- 
tients and staff; of patient interactions; 
and of the interworkings of staff and 
patients. With all this came a demand 
to examine philosophies, policies and 
procedures with a view to promoting 
greater patient freedom and greater 
patient participation in treatment. 
Many findings and recommendations 
have become lost to us in this coun- 
try—but apparently not in Europe. 
Mr. Guttersen, in reporting on his 
world tour under the auspices of the 
A.P.A. Architectural Study Project, 
speaks of more patient freedom and 
responsibility abroad as it is reflected 
in architectural design. He empha- 
sizes the need for further study of 
these trends and their application to 
the hospitals in this country. 

Dr. D. Ewen Cameron developed his 
concept of the open hospital and has 
brought it into being in Canada. The 
Expert Committee of the World 
Health Organization, of which your 
Medical Director is a member, takes 
issue with our tendency to build men- 
tal hospitals approximating the gen- 
eral hospital, and questions the ad- 
visability of our extensive develop- 
ment of psychiatric services in gen- 
eral hospitals. 

This is a fluid and stimulating sit- 
uation. All of us have been a part 
of and many have taken active part 
in this critical examination of hospi- 
tal care. We have had time to reach 
certain tentative conclusions. 

What are we talking about when we 
indicate that there is need for greater 
patient freedom or greater patient 
participation in treatment? Are we 
locking up too many people? What 
is meant by more patient responsibil- 
ity? In what ways does it benefit the 
patient? What are its implications, 
organizationally, administratively and 
architecturally? Above all, what are 


Charles K. Bush, M.D., Washington, D. C. 
Harvey J. Tompkins, M.D., New York, N. Y. 


its implications therapeutically? How 
do we apply these new concepts, if we 
agree with them, to the large mental 
hospital, the private hospital and the 
psychiatric service in the general hos- 
pital? 


Discussion: 
Participants: Daniel Blatn, M.D., 
D.-C.; Wilfred Bloomberg, M.D., 


Mass.; I. W. L. Clancey, M.D., Sask., 
Canada; James O. Cromwell, M.D., 
Idaho; George W. Davis, M.D., La.; 
John J. Donnelly, M.D., Conn.; Addi- 
son M. Duval, M.D., D. C.; W. 
Everett Glass, M.D., Mass.; Granville 
L. Jones, M.D., Va.; Simon Kwalwas- 
ser, M.D., N. Y.; Winfred Overholser, 
M.D., D. C.; Lucy D. Ozarin, M.D., 
D. C.; Walter Rapaport, M.D., Calif.; 
Mrs. Anna Scruggs, Okla.; Mrs. R. R. 
Tamargo, N. Y.; Mesrop A. Taru- 
mianz, M.D., Del.; William W. 
Thompson, M.D., Ore.; Rodolph H. 
Turcotte, M.D., Mass.; Isaac N. Wolf- 
son, M.D., N.Y. 

One of the reasons for this discus- 
sion of additional freedom for pa- 
tients—open wards and additional re- 
sponsibility—implying as it does, 
greater patient participation in treat- 
ment, is the many restrictions which 
have been in force for so many years 
in most large mental hospitals, irre- 
spective of the needs of the individual 
patients. But are we today, in con- 
sidering greater patient freedom, re- 
plying to cultural pressures, or are we 
really considering the needs of the in- 
dividual patient? 

Dr. Bloomberg said the mental hos 
pital has two distinct functions en- 
trusted to it by the community. The 
first of these is the protection of the 
community itself. This cannot be ig- 
nored. It is our responsibility to pro 
tect the family from the behavior of 
the patient who has made considerable 
trouble and difficulty for them, and 
perhaps gravely discommoded the 
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lives of his wife, his children and his 
associates. It is also our responsibility 
to guard the public against the rare 
individual who does, on occasion, be- 
come violent, antisocial or even homi- 
cidal. This we can do, and still treat 
the patient adequately. But we dare 
not forget this part of our mission. 

The second aspect of our responsi- 
bility, he went on to say, is of course 
the treatment of the patient himself, 
to meet his individual needs, to allow 
him the protection which he implicitly 
requests, to grade his dependency re- 
lationship as he progresses in treat- 
ment and to give him the necessary 
opportunities for growth. And here 
we must ask ourselves the question— 
is freedom good for patients, for all 
patients, for this particular patient? 
Is it good for a patient to come into 
a hospital where there is no restraint, 
where there are no locked doors, 
where there are no limits set upon his 
behavior? 

On theoretical and_ philosophical 
grounds, continued Dr. Bloomberg, 
we know today that in treating pa- 
tients, just as in raising adolescents, it 
is important to have somebody set lim- 
its so that they know they are being 
protected from their own impulses. We 
are today in the stage of psychiatry 
where we accept the idea that no psy- 
chotic patient is so completely out of 
contact with reality that he hasn't 
some part of him left which recognizes 
that he is ill. This portion of the ego 
often needs the support and assistance 
of somebody who will come along and 


lock the door and say in effect “This 
far you may go, and no farther.” 

The question, therefore, of running 
a completely open hospital is one that 
will have very limited application in 
most places. The patient freedom 
which we shall discuss may be for the 
most part confined to the hospital it- 


self. 
Individual Needs Key to Freedom 


Dr. Donnelly said that it is quite 
clear to most of us that there have 
been in the past all too many restric- 
tions upon the freedom of patients 
within the hospital, not because of the 
needs of the patients themselves, but 
because of the organization of the in- 
stitution. This organization is lim- 
ited by a number of factors, including 
budget, number of personnel avail- 
able, and so on. Thus, because some 
patients must be restricted for their 
own good, others have been restricted 
who should not have been. The real 
problem, then, may be to take the in- 
dividual hospital and weed out those 
patients who need security in varying 
degrees and those who do not. The 
particular situation and the particular 
patient must be considered. We can- 
not solve the problem by arbitrarily 
deciding that every hospital should be 
opened, or that even most wards in 
every hospital should be opened. We 
must make a much closer evaluation 
of the needs of each individual pa- 
tient. 

Now this may seem a dream, with 
our present budget and personnel lim- 


itations. Nevertheless, even today 
with the help of the nurses, aides and 
therapists, the medical personnel can 
get real information about individual 
patients. Reorganization of staff ef- 
forts can help to arrange for greater 
freedom for patients who are able to 
make use of it. 

It was the consensus of the group 
that if we are to allow patients within 
the hospital greater freedom than 
they have been permitted in the past, 
we must use our common sense in 
forming this judgment. Certainly if 
a patient is to be returned to his 
home and expected to readjust to com- 
munity living, he needs within the 
hospital a living experience as close 
as possible to that which he will find 
when he goes out. It would have 
been absurd, however, to have put him 
in the hospital in the first place if he 
could have handled all the freedoms 
to which he was entitled in the com- 
munity—there would have been no 
need for hospitalization. Yet it is as 
foolish for us to lock up a patient for 
one year, or two years or ten years, and 
then expect him to get along outside 
immediately upon leaving such an 
environment, as it would be for some 
of our friends in other specialties such 
as orthopedics, internal medicine or 
surgery to keep a patient in bed for a 
year and then expect him to get up 
without dizziness, weakness or even 
some apparent neurotic difficulties. 

Because of this growing concept of 
patient freedom there may be risk of 
granting too-early discharges. The 





Additional privileges may increase the administrator's problems, but pattents who can assume some responsibility 


for their own actions need enough freedom to develop within their capacity. 


A privilege period before discharge 


may assist in social readjustment. Here a doctor discusses patients’ problems of readjustment. 





community is not yet able to provide 
the necessary facilities for support and 
after-care of convalescent mental pa- 
tients, and without this needed sup- 
port and help they are likely to return 
to the hospital. Although the high 
readmission rate which so alarms some 
people may result from too-early dis- 
charges, it may also show that the hos- 
pital administrator is taking advan- 
tage of social forces in the commu- 
nity to help in the rehabilitation pro- 
gram. It might even be argued that 
there are certain advantages to the 
patient himself in being in and out 
several times, rather than spending 
the whole period of his illness in the 
hospital. 


Grading of Privileges Tried 


We must question whether the open 
ward within the hospital is desirable 
for all patients if we are to achieve 
our therapeutic aims. Are there un- 
favorable incidents which should be 
considered before we attempt an arbi- 
trary answer? If we decide that a hos- 
pital cannot consist of all open wards, 
how can we go about deciding who 
is and who is not ready for a degree ol 
freedom? Can one, for instance, divide 
patients, as do some hospitals, into 
acute and chronic, and handle these 
two groups differently? Obviously the 
road back to the community is quite 
different for the patient who has been 
in hospital for many years, and is only 
now beginning to assume a little re- 
sponsibility for his own actions, than 
for the acutely ill patient who has 
had a quick remission and is on his 
way home after only a month or so. 

Some hospitals grade increased priv- 
ileges, so that these privileges become 
part of a planned therapeutic pro- 
gram; such a plan does not imply by 
oversimplification that if a person gets 
out of a locked ward he gets better, 
but that if he is given freedom and 
misuses it, this experience can be used 
to give him additional insight into 
why he is sick, why he needs to be 
locked up and what are some of his 
problems in behavior and in acting 
out. Patient self-government has a 
function here. The patients are not 
permitted to decide who shall or who 
shall not go out on a pass; but they 
do have a much greater share in the 
operation of the hospital or even in 
the ward on which they are still locked 
up. If the patient is treated like a 
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This patient government group ts discussing the proposed opening of the 
ward; if they feel there are problems to be worked out, the ward remains 
closed until they feel ready for additional freedom. Such groups can help 


and support privileged patients. 


child, he will act like one; but if he is 
given adult responsibility it is sur- 
prising how often he will respond by 
accepting it. Patient-government can 
frequently help with those who are 
given grounds privileges, and who, 
while able to accept some responsi- 
bility for themselves, still need sup- 
port and help from other patients as 
well as from the staff. 

Some Patients Need Restraint 

Perhaps this is similar in kind to the 
progressive freedom and responsibility 
allowed to children. We give chil- 
dren freedom to grow, to develop 
their capacities, but we set limits in 
order to protect the child from going 
too far and injuring himself. As the 
child, or as the psychotic patient gets 
better able to handle responsibility, 
the area of freedom is extended. There 
will always be limits within which the 
patient in the hospital can be per- 
mitted freedom and it is fascinating 


to see how the patients themselves 
will set up what might be called a 
“psychological wall,” which is much 
stronger, even, than a ten-foot stone 
wall. The stone wall is in some ways 
less of a challenge to scale! 

Dr. Turcotte said that some pa- 
tients insist on being locked up, insist 
on being put in sheet restraint be- 
cause they feel a tremendous need for 
this. If we refuse to lock them up, we 
are depriving them of what they need, 
thus compelling them to suicide, or to 
acting out to such a degree that we 
are forced ultimately to restrain them, 
physically or otherwise. These are pa- 
tients who need restraints—for whom 
freedom is not desirable. 

So if we are to give more freedom 
to more patients, and still meet our 
dual responsibility of protecting the 
community and of providing a sufh- 
cient area of freedom for the growth 
and recovery of the patient, we need 
what might be called more “energy.” 
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This energy can be gained, of course, 
only from human resources, in other 
words, from the staff in mental hospi- 
tals. More staff means more money, 
yet if you have a hospital where a 
large number of patients are given the 
freedom of the grounds, but do not 
have enough personnel to give them 
the necessary supervision, unfortunate 
incidents will occur. Each patient 
should be given freedom when he 
needs it, and the protection of the 
locked ward when he needs that. 
Without such finely attuned judg- 
ment, we will have patients on locked 
wards who should be free and vice 
versa. There is no point in increasing 
a patient’s freedom unless such free- 
dom will be therapeutic to him per- 
sonally. 

Moreover, because a patient is able 
to have freedom of the grounds, or 
because such freedom is beneficial to 
him, this does not mean that he is 
necessarily well enough to go home. 
The pressures and difficulties of the 
home, the allergic and noxious atmos- 
phere from which he has been freed 
by his hospitalization might well cause 
an exacerbation and send him back 
to the hospital again. The whole 
question of patient freedom is a high- 
ly individualized one. 

That some degree of freedom, prob- 
ably far greater than has been cus- 
tomary, is needed to enable patients 
to take part more actively in their own 
therapy, is indubitable. That the 
amount of such freedom must be com- 
patible with the duty of community 
protection leads to the question of 
community education. Certainly as 
much freedom should be allowed as 
community feelings permit. An ad- 
ministrator should be cautious but not 
overcautious. It is a matter of commu- 
nity education as well as of psychiatric 
techniques. After all, fifty million 
people in the community might be 
said to be abnormally inclined, with 
obsessions and phobias which interfere 
with the normal flow of living. And 
when a patient has control of delu- 
sions and is not belligerently inclined, 
he is probably capable of adjusting 
himself to normal situations and 
might be considered as a fit subject 
for discharge. 

Dr. Tarumianz said that smaller in- 
stitutions might be a part of the an- 
swer to the question of discharging 
the patient back into a community 


whose attitude will permit it to ac- 
cept and support him during his 
convalescent period. It is ridiculous 
to gather mentally ill people under 
one roof, creating an isolated empire 
of ten or fifteen thousand people 
whom the community considers “dif- 
ferent” and “foreign.” Smaller insti- 
tutions and branches of institutions of 
not more than two or three hundred 
people, to which the community could 
come and from which patients could 
go fairly freely, would help adjust the 
community to the needs of the dis- 
charged patient. In such a setting 
people would be more likely to accept 
our discharged patients as fit to mingle 
with the rest of the group. 

Being able to “get along with peo- 
ple” frequently bears no relationship 
to whether or not a patient has been 
cured, said Dr. Clancey. Indeed, some 
who go home and get along quite well 
are in fact still very sick people. But 
the maximum of freedom, responsi- 
bility and association with others dur- 
ing the hospital period as is com- 
patible with the therapeutic needs will 
help with the post-hospital period. 

Freedom should be graduated and 
given with great caution because of 
our professional responsibility for the 
patient’s therapy and our social re- 
sponsibility for the community's pro- 
tection. Nor must we forget that the 
attitudes of the community strongly 
affect the way we treat our patients in 
the hospital. This frequently impedes 
our application of what we know at 
the present time. We are strongly in- 
fluenced by the way the community 
feels in what we do and do not do for 
our patients. Certain restrictions have 
come into being which wouldn't exist 
if people understood better what we 
know is good for the hospital patient. 
Thus because of these current inabili- 
ties to treat the patient as we know he 
should be treated, we do at times 
accentuate his illness. If such accen- 
tuation leads to even one patient sui- 
cide, then it is significant. 


Meeting Patient & Community Needs 


Underlying all our discussion is the 
question of meeting both the needs of 
the patient and the needs of the com- 
munity. This is a difficult task. We 
recognize it as such because we have 
progressed in psychiatry, in our under- 
standing of ourselves, of the commu- 
nity and of our patients. 


Dr. Duval summed up the discus- 
sion by saying that here, as in most of 
life’s problems, there is a middle road. 
Those who have the responsibility of 
-aring for patients must look at the 
thing from the viewpoint of their 
local and specific problems and come 
to their own studied conclusions as to 
what is best in their particular situa- 
tion. 

The decisions concerning patient 
freedom, for instance, in a hospital 
in a rural community, may be quite 
different from decisions which would 
be made in St. Elizabeths Hospital, 
Washington, where Congress is prac- 
tically on the doorstep. Some of the 
unfortunate things, moreover, which 
do occur when a patient has been 
given freedom, are calculated risks, 
and may well have been based on good 
psychiatric judgment. 

This is an exciting period in hos- 
pital history, he continued. Changing 
social attitudes, group therapy pro- 
grams, activity programs, socializing 
influences being brought into the 
hospitals, the “use of the self in 
therapy,” the relationships of ward 
employees to individual patients, how 
much freedom we should or should 
not give patients, the intergroup re- 
lationships, all tied in with the impact 
of the new drugs has brought us into 
one of the great research eras in psy- 
chiatry. 

We must continue to exchange in- 
formation and experiences. We must 
put this growing body of experience 
to work in our hospitals. We see 
many things happening—more _pa- 
tients leaving the hospital earlier, 
more patients having privileges and 
responsibilities, more patients taking 
part in activities—yet we don’t know 
the answers to all these things. What 
is it here that we must look at and 
understand to see what are the influ- 
ences for positive therapy and what 
are the influences against it? 

It may not be possible to unlock all 
our wards—to have all our hospitals 
open. We should feel no compulsion 
to do so against our better judgment. 
But we should meld all these experi- 
ences with greater freedom into the 
best possible approach for our indi- 
vidual hospital and our individual 
patients. We must never forget that 
psychiatry is in essence an individual 
approach to therapy, even though we 
have so many thousands of patients. 





Staffing Needs for Patient Freedom 


Chairman: 


Discussion Leader: 


Presentation: 


In the old days, for those of us who 
can remember far enough back, it was 
pretty simple for a doctor to write an 
order in the order book, and the nurse 
to carry it out. When all wards, single 
rooms and gates are locked up, ad- 
ministrative routines are simple to 
establish and can be strictly main- 
tained. 

But as you increase freedom, these 
things get a bit vague. The role of 
the patient changes, and the role of 
all the staff changes, particularly the 
nursing staff. Both patients and staff 
have to assume new responsibilities. 
People have to be prepared to handle 
responsibility by training and with 
proper supervision and support. This 
holds true for both patients and staff! 
We may need to find new techniques 
to meet our needs. 

What resistances are you going to 
meet from your staff and at what 
levels? Some of the resistances are 
likely to be among the best clinicians. 

Let us suppose for a minute that we 
are faced with the fact, whether we 
agree with it or not, that we have to 
run an open hospital within a given 
time. I know it is generally agrecd 
that such a program is best started 
gradually. But let us not say what we 
think about the idea—for the discus- 
sion let’s simply say we have to do it. 
What are we going to do to help our 
staff operate and to overcome the re- 
sistances that will be met even in the 
situation where we have no choice? 


Discussion: 

Participants: Freeman H. Adams, 
M.D., Calif.; Crawford N. Baganz, 
M.D., N. J.; Nathan Beckenstein, 
M.D., N. Y.; Wilfred Bloomberg, 


M.D., Mass.; Mary Corcoran, R.N., 
Pa.; James O. Cromwell, M.D., Idaho; 
Hayden H. Donahue, M.D., Ohkla.; 
Charles D. Feuss, M.D., Ky.; John G. 
Freeman, M.D., N. Dak.; Mr. John V. 
Gorton, N. Y.; Walter M. Gysin, M.D., 


14 


Ky.; Simon Kwalwasser, M.D., N. Y.: 
Eleanor A. Loija, R.N., Ky.; Elsie C. 
Ogilvie, R.N., Wash., D. C.; Robert 
R. Prosser, M.D., New Brunswick, 
Canada; Anselm Schurgast, M.D.., 
Conn.; Mesrop A. Tarumianz, M.D.. 
Del.; Rodolph H. Turcotte, M.D.. 
Mass.; Robert E. Wyers, M.D., Calif. 

When you open a hospital, or open 
a ward in a hospital, you are in effect 
giving a p.r.n. order to nurses, aides 
and staff members of whatever disci- 
plines are involved to give what might 
be termed “psychological medication.” 
The responsibility of these individuals 
is greatly increased. How well this 
additional responsibility will be met 
depends on what sort of staff you 
have, how well this staff have been 
oriented, what goals have been ex- 
pressed and what the attitude is of 
the administrator himself. 

Every hospital administrator worthy 
of the name, said Dr. Baganz, is an 
individual dedicated to the purpose 
of discharging as many patients as 
possible from the hospital, and giving 
as many privileges as possible to the 
patients who will remain. 

The whole purpose of opening 
wards, therefore, is to increase the 
therapeutic atmosphere of the hos- 
pital. If this increased freedom, how- 
ever, is to be therapeutic and not 
merely humanitarian, we must remem- 
ber that while anyone can be a jailer 
or a guard, it takes training and 
understanding to be a therapist. 

The problem is not entirely how 
much staff there should be, but how 
we should use the staff we do have, 
said Dr. Schurgast. It is a matter of 
deploying people to get the most out 
of their services. 

There are men who are operating 
completely open hospitals with no 
rooms closed at all. The ward doors 
are closed at night in the same way 
as we close the doors in our private 
homes. This may sound impractical, 
but it is being done. 

If we consider how many patients 


Charles K. Bush, M.D., Washington, D. C. 
George E. Reed, M.D., Montreal, Canada 


among the thousands in_ residence 
actually need to be locked up, we get 
a different perspective. How many 
closed wards do we need because we 
have perhaps half a dozen or a dozen 
really dangerous patients? Perhaps we 
need better patient segregation on an 
institutional level rather than on a 
ward level. 

Where such programs are going on, 
the patients themselves do the work 
of the hospital with the staff, thus im- 
mediately relieving the nurses and 
occupational therapists. The volun- 
teers take part too. And of course the 
whole scheme is based on occupations 
of all kinds. Not only nurses, but all 
the employees work on the team with 
the patients. Sometimes it is difficult 
to tell who are patients and who are 
staff. It is an established fact that in 
some hospitals with this open door 
operation, the number of nursing staff 
has been reduced. 


How Can Staff Be Trained? 


Yet the question is not so much 
how many patients in any one hos- 
pital have freedom. The question is, 
if those programs are working, how is 
the staff able to permit that degree of 
freedom among patients and how can 
we help our staff to do this? 

Staff will enter fully into the whole 
program of trying to increase patient 
freedom, ground privileges, and so on, 
only so long as they are listened to 
and consulted. There must be free 
communication upward and down- 
ward, between the ward physician who 
has the final decision to make, and 
the people who live with the patient 
hour after hour and day after day, 
and therefore know a great deal about 
him. 

If staff members are “instructed” to 
help difficult patients accept more free- 
dom, said Dr. Kwalwasser, it never 
works out. Consciously or uncon- 
sciously they manage to provoke the 
patient. 

Suppose an 
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quainted with a patient, does not 
approve of this individual having 
parole, ground privileges or what not? 
asked Dr. Turcotte. The doctor is in 
charge, after all, and overrules this 
opinion. The attendant thereupon 
not only washes his hands of the 
whole thing, but in effect, uncon- 
sciously incites the patient to get into 
trouble. Then he goes to the doctor 
and says “See?” 

Dr. Baganz said that we could not 
therefore institute such a program in 
too much of a hurry. Should we first 
establish minimum requirements that 
a patient must meet before he can 
have privileges? he asked. Should he 
be required, for instance, to keep his 
clothes on? Be in good enough contact 
to find his own way back to the ward? 
Get back to the ward reasonably close 
to his meal hour? Should he be re- 
quired to be able to take care of per- 
sonal hygiene—bowl and bladder func- 
tions included—in a reasonably ac- 
ceptable manner? Should he have 
enough insight so that he will con- 
tinue his therapeutic program unsu- 
pervised, where he previously had 
supervision? Many patients, when 
granted privileges, automatically stop 
treatment programs as no_ longe 
necessary. While this is a little off the 
subject of staffing, it is one of the 
problems of the staff. 


Giving Staff Responsibilities 


If we think some patient screening 
is required, who should do this screen- 
ing? There are all too few ward physi- 
cians, psychologists and social workers. 
But more important than which pro- 
fessional discipline does the screening 
is that it is done by someone well ac- 
quainted with the patient, his habits 
and behavior. If we accept the ob- 
servations of nurses and aides, we will 
not only have fewer incidents but a 
lessening of antagonism. Elopements, 
of course, will increase, but as long as 
the patient is not homicidal or sui- 
cidal, there is not much harm in tak- 
ing a calculated risk. Nor must we 
punish other patients by withholding 
freedom because some have run away. 

With the lessening of antagonism, 
relations between doctors, nurses and 
other personnel, so vital in terms of 
what happens to the patients, will 
improve. Staff tension is relieved if 
anybody, from the resident through 
the nurse, through the aide, may in 


an emergency, restrict a patient if he 
feels it necessary. 

This gives personnel the feeling 
that they can stop things from going 
too far, from getting out of hand. 
They feel that if they do withdraw 
privileges for the good of the patient, 
they will have the backing of the ad- 
ministration. It gives everyone a sense 
of responsibility and makes everyone 
aware of the need to protect the com- 
munity, protect the patient and at the 
same time give him all the privileges 
he can handle. 

On the other hand, some residents 
may propose that policies encouraging 
patient freedom be carried too far. 
If, however, they are given the respon- 
sibility personally, which is part of the 
education of personnel, they will not 
be found so willing to accept full re- 
sponsibility for what happens. If a 
patient gets too noisy and trouble- 
some, the resident in turn may take 
the matter up with the nurse and 
make it her problem too. Then a 
remarkable thing happens. The nurse 
gets interested and it becomes a per- 
sonal matter to her, to the resident 
and to others, whether this patient's 
freedom is to be restricted or not! It is 
remarkable how many patients are im- 
proved by this increased interest. 

The administrator may well feel 
that making the rules and regulations 
governing patient freedom and such 
matters, is his own peculiar personal 
responsibility. On the other hand, 
good staff is educated by sharing re- 
sponsibility. Dr. Cromwell made this 
point and described how he had built 
a stronger and more effective set-up 
by allowing more and more members 
of the medical staff to frame rules and 
regulations. Thus each doctor is re- 
sponsible for the administrative deci- 
sions made on his own patients; at 
brief, regular staff conferences, all 
members must either indicate support, 
or give reasons why they would be 
unhappy about supporting such deci- 
sions. 

It is important for the nursing serv- 
ice in particular to understand clearly 
what the administration is trying to 
do when it inaugurates open ward 
policies. The responsibility of the 
ward nurse and all the nursing per- 
sonnel is to provide the therapeutic 
atmosphere patients need. The old 
concept of simply watching patients 
is changing. An educational pattern 


of “doing with” instead of “doing for” 
the patients is developing. The inter- 
action of various disciplines in caring 
for the patient is of great importance 
in this patient-freedom program. 

It is a moot question whether more 
or less staff are required with more 
open wards. If the nursing staff re- 
quired on an open ward is decreased, 
suggested Dr. Donahue, there may be 
need for increasing the numbers of 
other staff—the higher priced physi- 
cians, psychologists and social workers. 
Treatment must continue even if nurs- 
ing supervision is decreased. Apart 
from the therapeutic aspects, it is hard 
to say whether the economics are 
sound or not. Yet if we are giving 
greater privileges simply to save on 
money and personnel, we are not func- 
tioning on a very high level. Indeed, 
to speak of increasing patient freedom 
and saving money in the same breath 
is to speak of two quite different 
things. 

Some think we need more and not 
less personnel, to handle open ward 
and privilege situations. Yet simply to 
increase the staff may not necessarily 
lead to better nursing care. Staff may 
find one another more interesting than 
the patients; group discussions may 
lead to patient neglect. There is ob- 
viously need for better-trained per- 
sonnel, for more mature people, possi- 
bly at higher salaries. 

It may cost more to have a good 
therapeutic situation with open wards, 
if more and better staff are required. 
However, if by this means we get the 
patients home earlier, we are saving 
money. 


Convalescent at Critical Stage 
and Needs Continued Supervision 


The crucial matter, however, is to 
have adequate stafl—adequate in 
quantity and adequate in quality. 
The patient who is given privileges 
is similar to the patient convalescing 
from a physical illness, said Miss 
Ogilvie. He is in a critical stage of 
his illness and we must observe the de- 
gree of recovery attained. We cannot 
open all the wards and let the patients 
sit out under the trees unsupervised 
and unobserved. 


Some hope that opening wards may 
decrease the need for personnel since 
the basic philosophy is to educate the 
patients to accept additional responsi- 
bility. Here the patient-government 
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groups certainly have a function. The 
patient’s own ability to handle his 
freedom can be enhanced by this 
group. The patient group can see that 
patients appear for treatments, meals 
and bed at the proper times. The 
ability of the patient to work and 
carry on mutual activity may de- 
termine his acceptability on an open 
ward and the patient group can sup- 
port him in this. The patient group 
can bring problems to the supervisor, 
the director of nursing and the psy- 
chiatrist, and such decisions as are 
made can be brought back to the 
group for discussion. This kind of 
patient-government means to each 
patient that he is important and 
valuable and useful. Miss Loija said 
that at Eastern State Hospital every 
patient who has served as President of 
this group has been discharged. 

Another way of deploying staff is by 
allowing patients to go off closed wards 
as their behavior improves, so that 
there are no wards in the hospital in 
which a patient cannot be considered 
for grounds privileges, said Dr. Adams. 
This allows heavy staffing on more dis- 
turbed units and also permits the 
patient to test his stability outside the 
ward while he is still under therapy. 
It gives personnel a little more sup- 
port and at the same time gives incen- 
tive to see patients improve and re- 
ceive privileges. 


Community Attitudes Have Bearing 


Dr. Baganz said that community 
attitudes strongly affect the establish- 
ment of privilege programs. Although 
we have progressed a long way from 
the time when hospitals were started 
primarily to remove objectionable 
people from the community, the ad- 
ministrator still takes a shellacking if 
Patient Joe Doakes commits vandalism 
or theft while out on parole or after 
discharge. Inevitably, after a few such 
experiences, the administrator de- 
velops a more conservative attitude 
toward this problem than the physi- 
cian who has only a physician-patient 
relationship to deal with. At an 
A.M.A. meeting not so long ago, some 
highly respected physicians expressed 
serious doubts that any mental patient 
ever really got well! And if you are 
in a tax-supported hospital, the com- 
munity which supports you will tell 
you in effect who may be discharged 
and who may be put on privileges. 


Yet to some extent the attitude of 


the community depends upon the atti- 
tude of your personnel. You must first 
change the staff attitudes so that they 
will understand this new approach. If 
you can then prepare your personnel 
and your community to work together 
—as in the case of elopements, paroles 
and discharges—you will eliminate this 
terrible community hostility. 

The volunteer services, too, have 
considerable effect upon community 
feelings. Since we admit that commu- 
nity attitudes govern many of our 
activities in hospitals, we must also 
realize that the volunteer is our best 
community contact. The community 
will listen to her far more readily 
than they will listen to the superin- 
tendent of the hospital, who they sus- 
spect is probably biased anyway. 

An example of changed attitudes on 


the part of patients, personnel and 
community may be found in the tuber- 
culosis sanatoriums, said Dr. Reed. 
Years ago they were started as isolation 
hospitals. The public was afraid of 
tuberculosis. —The medical profession 
knew that it was infectious and dan- 
gerous—a sort of chronic plague. Yet 
for 20 or 30 years now these sana- 
toriums have looked upon themselves 
—and the community has begun to 
accept them—as places to educate the 
patients in how not to make them- 
selves worse and how not to spread 
infection. They have taught their 
patients how to live at home without 
infecting their family and friends. 

Shouldn’t we start looking at the 
mental hospitals, not as places where 
we shut people up in isolation, but 
as places where we teach the patients 
how to live? 





A new pattern of employees “doing with” a patient instead of “doing for 


him” ts developing. The interaction of all disciplines in working with the 
patient is vital in any program which seeks to increase his freedom and 


responsibility. 
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Environment for Greater Patient Freedom 


Discussion Leader: 


Presentation: 


To make our discussion a little 
more concrete and precise, I suggest 
the alternative title “What contribu- 
tion can the physical structure of the 
hospital make to patient care?” 

There are some who speak dis- 
paragingly of the accent on the con- 
struction of physical facilities for the 
care of the mentally ill. Such com- 
plaints forcibly imply that an en- 
lightened fiscal policy would mean 
the channeling of financial resources 
away from capital outlays and into 
salaries. 

An objective appraisal of this view- 
point is indicated. Nobody seriously 
holds that a conventional automobile 
operates at peak efficiency without 
gasoline and a driver. Neither is it 
widely believed that the finest new 
hospital building automatically ad- 
mits, diagnoses, treats, houses and 
feeds mentally ill patients left on its 
doorstep. 

We seem to agree, however, that to- 
day’s carefully engineered automobile 
is much to be preferred to the oxcart, 
the sledge and the Indian travois. 
The complex activities of modern 
diagnosis and therapy can, of course, 
be carried out in a wide variety of 
settings, but do we want to claim 
that the nature of the physical en- 
vironment is irrelevant? Are we con- 
tent with our firetraps, our cracked 
walls, our festering soil pipes and our 
barred windows so long as we are as- 
sured of the human skill necessary 
for the job in hand? 

Let us assume for the sake of this 
discussion that our mission as hospi- 
tal psychiatrists is best carried out 
(a) when there are adequate numbers 
of trained personnel working together 


Chairman: 


toward common professional goals; 
(b) where there is accent on training 
and research; and (c) where the phys- 
ical plant is safe, efficient, flexible 
and attractive. Let us confine our at- 
tention to the last of these require- 
ments, and deal first with those fac- 
tors bearing directly on patient wel- 
fare. Secondly, let us consider the re- 
lationship between physical structure 
and the convenience and comfort of 
the personnel. 


Employees Are People, Too 

We are peculiarly self-conscious in 
this last area. We do not hesitate to 
provide our secretaries with posture 
chairs and electric typewriters because 
of the obvious connection between 
their personal comfort and their job 
efficiency. Yet we are so fearful of 
pampering the hospital employee 
whose personal comfort is also re- 
lated to his job efficiency that we in- 
sist he must work, relax, live and play 
in the most Spartan surroundings. 

Are we really concerned with pa- 
tient care when we quarter our phy- 
sicians and their families in $3,700 
cinder block houses? Are we thinking 
clearly about recovery rates among 
our patients when we ask our attend- 
ants to change their uniforms in a 
noisome corner of some mildewed 
basement? Do we attract qualified pro- 
fessional nurses and improve the cali- 
bre of their work by locating linen, 
supply and medicine closets accord- 
ing to the whim of an economy- 
minded individual rather than for 
the maximum convenience of a foot- 
sore nurse winding up her day’s tour 
of duty? Are we contributing to staff 
morale by economically designing 
electric circuits so that only 40 watt 


Harrison S. Evans, M.D., Ohio 
Paul Haun, M.D., Penna. 


bulbs can be used in a new personnel 
dormitory? 

We are all beginning to give much 
more than lip service to the belief 
that patients are, in fact, people. May 
not an inevitable corollary of this be- 
lief be the firm conviction that mem- 
bers of our hospital staff are also 
people? The compelling reason be- 
hind such a viewpoint has nothing 
to do with social welfare, individual 
rights or the arguments of the trade” 
unionists. It does have an essential, 
compelling and all too frequently 
ignored relationship to patient care. 

Since few of us selected the site on 
which our hospital was built or were 
privileged to advise the architect as 
to its design, we must for the most 
part deal with what we have. From 
time to time we may be able to guide 
a new building program which either 
expands our bed capacity or aug- 
ments our therapeutic resources. The 
initial impression of the hospital 
upon the patient, the new staff mem- 
ber and the visitor is made up of 
many factors, some of which are un- 
der our control. What can we do 
with directional signs, grounds, 
fences, roads, sidewalks, guard sta- 
tions and the facades of our existing 
buildings to convey the impression 
we wish upon the patient, the new 
staff member and the visitor? 


Discussion: 

Participants: Richard H. Anderson, 
M.D., Utah; C. N. Baganz, M.D., 
N. J.; Nathan Beckenstein, M.D., 
N. Y.; Wilfred Bloomberg, M.D., 
Mass.; Joseph B. Bounds, M.D., Mo.; 
Mr. Elias Cohen, Ind.; Mr. Harry N. 
Dorsey, Pa.; Daniel Haffron, M.D., 
Ill.; Francis W. Kelly, M.D., N. Y.; 
Daniel Lieberman, M.D., Calif.; Leo 
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P. O’Donnell, M.D., N. Y.; B. F. Peter- 
son, M.D., Tenn.; Walter Rapaport, 
M.D., Calif.; Elizabeth P. Ridgway, 
O.T.R., Pa.; Joseph G. Sutton, M.D., 
N. J.; Mesrop A. Tarumianz, M.D., 
Del.; Isaac N. Wolfson, M.D., N.Y. 


(Ed. Note: Dr. Haun’s presentation 
raised so many questions that we 
have taken the editorial liberty of 
transferring some of his comments 
into the discussion section as a means 
of introducing new aspects.) 


No matter how acceptable the con- 
struction of any hospital, we have to 
have trained and adequate person- 
nel to do what we are able to do for 
patients, said Dr. Bounds. However, 
in the so-called Haun-type hospital, 


A patient can regress on grounds privileges, or make a "good hospital adjust- 
ment" yet fail in the community. Freedom, to be therapeutic, must be freedom 


to take part in meaningful activities. 
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of which the Veterans Administration 
built six, there is no question but that 
the morale of the personnel who work 
in them has been infinitely improved. 
All those hours of administrative fig- 
uring and hassling and fussing for 
space have been eliminated, and those 
hitherto wasted hours are going to- 
ward patient care. Basically, a well- 
designed modern hospital creates and 
enforces more interpersonal relation- 
ships—that is, it allows more staff time 
per patient. 

In all our discussions up till now 
it has been implicit that these staff- 
patient relationships are vital in op- 
erating a treatment program which 
fosters patient participation and pa- 
tient freedom. 





In a new Receiving and Treatment 
unit at Mendocino State Hospital, Dr, 
Lieberman said, he experimented by 
concentrating a large proportion of 
the relatively few personnel available 
in this unit, even at the expense of 
the other patients in the hospital. Yet 
during the past six months, the dis. 
charge rate throughout the hospital 
has been higher than the admissions 
rate. It is believed that the environ. 
ment created by this new facility and 
the transfer of a group of maximum 
security patients to another hospital 
have caused personnel to view patient 
treatment in a different light, whereas 
formerly they had been used to the 
“maximum security” attitude. This 
is an interesting example of the im- 
provement in personnel attitudes and 
consequently in patient care by a 
better facility. 


Good Environment Improves 
Behavior 

Whereas it is said that to spend ten 
or twelve thousand dollars per bed 
for a new building and at the same 
time not to allow more than two or 
three or four dollars per day for pa- 
tient care is a paradoxical attitude 
on the part of our citizens, we must 
face the fact that the behavior of pa- 
tients improves under good surround. 
ings. If you create a pig sty you must 
expect people to behave like pigs. If 
you create a pleasant, home-like en- 
vironment they react to it. A good 
many years ago, said Dr. Bloomberg, 
Dr. Harry Solomon, in line with the 
notion of getting lamps, drapes and 
other pleasant things into hospitals, 
built a new ward for disturbed pa 
tients in a small hospital. He put in 
a great big picture window that 
looked out on a _ beautiful valley. 
Everybody said “You're crazy. It 
won't last a week.” 

He said, “Patients don’t destroy 
things that give them pleasure.” In 
two years of operation the closest ap- 
proach to a break in the glass was 
caused by a patient who got on a 
chair, took off his shoe, and ham- 
mered the ventilator above the glass, 
but very carefully avoided hitting the 
glass. 

Most superintendents, however, are 
faced with the need of adapting 
existing hospitals in order to improve 
environment, since they have little 
or no opportunity of helping to plan 
a new one. There is general belief 
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that the first impressions created by 
the institution on new staff members, 
new patients and their relatives is of 
great importance. The grounds 
should be well kept, the buildings 
neat and clean. There should be cur- 
tains in the wards and day rooms, in 
the attendants’ quarters; rugs on the 
floors; the rooms should be painted 
in various colors—some of them ac- 
cording to the patients’ own choice 
(which might differ radically from 
that of the superintendent himself!) 

Dr. Beckenstein said that at Brook- 
lyn State Hospital a volunteer organi- 
zation fitted up a ward with chrome 
and plastic furniture in different 
colors and donated television sets and 
other things. Small tables were put 
along the corridors of another ancient 
hospital, with table lamps on them. 
In two and a half years not one of 
the lamps has been broken. Narrow 
rooms have been “widened” by paint- 
ing murals of hills and brooks and 
Chinese pagodas on the walls. (Water 
paints can be washed off when the pa- 
tients tire of the existing murals.) 
An enterprising aide in another hos- 
pital helped patients put up an arti- 
ficial fireplace with bookshelves along- 
side and an aquarium on each book- 
shelf. Parakeets and canaries were in- 
troduced and cared for as part of a 
patient project. 

Some of us have become so used to 
giving patients knives, forks and 
spoons instead of a spoon only, and 
china instead of aluminum trays, that 
we forget that this is not yet univer- 
sal; and we forget, too, how very 
important these things are to the 
morale of the patients. 


Involve Non-medical Staff 

As well as patient participation in 
such improvements, it was suggested 
by Mr. Cohen, one good method is 
to recruit competent, well-trained 
non-medical administrators and dele- 
gate to these people the responsibility 
for the program aspects of mainte- 
nance, improvement, appearance of 
the grounds and so on. Involve them 
in this program, he said; don’t let 
them simply push papers around, 
write the requisitions and see that the 
budget gets sent out in four copies. 
If the superintendents would make 
such people partners in the program 
they could make an enormous con- 
tribution. 

Freedom in a hospital means not 





A pleasant environment makes "quiet activities" more meaningful because the 
patient feels at home in surroundings such as he might find in the community. 
Curtains, pictures, books and rugs help his cure and improve his behavior. 


just the freedom of opening doors, 
but freedom from unnecessary restric- 
tions, perhaps behind locked doors. 
When a ward or a hospital is locked, 
fewer restrictions may be needed 
within the ward or the institution, 
and it is therefore possible to set up 
a kind of community more analogous 
to life in the outside world. 

There is a good point in the value 
of physical limits in creating a situa- 
tion in which the patients can be free, 
said Miss Ridgway. As mentioned 
in a previous discussion, the patients’ 
capacity for accepting responsibility 
affects their treatment in an open 
situation. In an OT shop, one pa- 
tient could not work as long as the 
door was open; he was anxious, tense 
and restless) When the docr was 


closed he was able to relate to other 
people and work productively. From 
the point of view of the staff member 
who takes twenty patients on the 
grounds where there are no barriers 
of any sort, his time is employed 
counting patients’ noses. He is not 
able to relate with them. He is not 
able to encourage them in activity. 
He is not able to create a therapeutic 
situation. On the other hand, if the 
same worker has the same group of 
patients in an enclosed area he can, 
in this same situation of reduced 
necessity for intense observation, per- 
haps encourage a volley ball game or 
help them to relate in one way or 
another. The anxiety felt by the em- 
ployee changes the situation mate- 
rially. 





There are 


hospitals with large, 
park-like grounds where perhaps hun- 
dreds of patients have grounds priv- 
ileges, but simply regress on these 
privileges, Dr. Anderson pointed out. 
They wander about and hallucinate, 
talk to the benches and the trees, and 
get no better. Planned and meaning- 
ful activities, in or out of the build- 
ings, would be more therapeutic. Bet- 
ter than “park-like beauty” would be 
a recreation area for patients to play 
games or take part in sports. 


Hospital versus Community 
Adjustment 


Then there are the patients who 
have grounds privileges, have made 
a fine adjustment, and don’t want 
to go home, said Dr. Peterson. We 
say they have become _ institution- 
alized. We have probably adjusted 
them to the hospital environment 
and the fine grounds, instead of pre- 
paring them to go back to the average 
community six-roomed house with a 
pocket-handkerchief lawn alongside 
their neighbor’s. 

His hospital, Eastern State Hospi- 
tal, Tennessee, tried the bold experi- 
ment of a summer camp project, right 
away from the hospital, for long-term 
chronic patients who were apparently 
in a state of remission, following 
treatment with the new drugs. The 
group was half men and half women. 
There were no bars, no locks at the 
camp. Employees and patients dressed 
alike and shared dormitories. 

Men and women patients swam to- 
gether, danced together, attended 
classes and all sorts of recreation to- 
gether. The superintendent declared 
that the first night he was very fright- 
ened and didn’t sleep well! But after 
the first few days, the patients were 
relaxed, and participating in this en- 
tirely normal community atmosphere 
whereas before, when they had been 
on leave, or even discharged from the 
hospital, they had returned in con- 
siderable numbers because they had 
not been adequately prepared to ad- 
just to ordinary community living. 
This hospital hopes to inaugurate a 
year-round “community type” pro- 
gram so that the chronic patients can 
be oriented for their return to normal 
society.* 


*See MENTAL HOSPITALS, Nov. 
1955, pp. 8 & 9. “An Experiment in 
Living”—Peterson & Acuff. 
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Then there is the question of wheth- 
er we should place personnel quarters 
on the grounds of a hospital—physi- 
cians’ residences, nurses’ and aides’ 
quarters and so on? In a metropolitan 
area this should not be necessary. 
Some feel it detracts from the hospital 
grounds to have that area set aside 
and forbidden to patients. True, in 
case of emergency, staff people have 
to get there very quickly. But with 
modern transportation, the hospital 
can quickly be reached by employees 
who do not live on the grounds. On 
the other hand, situations vary con- 
siderably with the isolation from or 
presence in large metropolitan areas. 
In some isolated hospitals, you 
couldn’t get personnel unless you pro- 
vided quarters. 

Many discussants had, it was said, 
graduated to the superintendent’s 
home, but they have a vivid recollec- 
tion of the quarters assigned them 
when they first came to the hospital. 
It made them, as young doctors, feel 
inferior—not expected to take leader- 
ship, in their profession, in the local 
Lodges or in the various churches. 
If a new physician arrives and is put 
in a slip of a room, with furniture 
totaling not over a hundred dollars 
in value, said Dr. Sutton, you don’t 
have to tell him what you think of 
him; you’ve told him better than you 
could tell him any other way that 
you have little respect for him. 


Facilities, Respect and Turnover 

Attendants and nurses are even 
worse off. And yet we wonder why 
we don’t get good employees to oper- 
ate these liberal programs we are 
talking about, why the turnover is 
so tremendous, and why we don’t 
seem to be getting anywhere. And 
we are angry with the community 
because it doesn’t respect the institu- 
tion, nor the staff—the staff which 
the hospital doesn’t itself respect. 

Some superintendents like to have 
employees living on the grounds and 
some do not. But if they do live on 
the grounds they must be provided 
with some means of entertainment 
and sports activities, and some other 
facilities, such as personnel shops, 
barbers and so on, in addition to 
nice furnishings and attractive sur- 
roundings. 

If the facilities provided are excel- 
lent, as they should be, then the in- 
dividuals for whom they are provided 


should pay for them, suggested Mr. 
Dorsey. In this way you get a more 
independent type of employee, create 
greater independence by making their 
living their own responsibility and 
hopefully get better and more inde- 
pendent contributions from them in 
their work. It is true, of course, that 
some individuals who live on_ hos- 
pital property will take less care of 
it than they would their own. Also, 
decisions and preferences are influ- 
enced by whatever ruling the State 
revenue office has made regarding 
income tax on maintenance. 


What Are We Guarding Against? 

Then there is the question of guard- 
houses at the hospital gates. They 
exist on the grounds of many hos- 
pitals. What are they guarding against 
and against whom? It seems para- 
doxical that while we discuss greater 
freedom for patients we still tolerate 
our guardhouses. 

Yet at some institutions hundreds of 
car drivers will detour to ride through 
the grounds and sightsee. There is 
the question of the protection of the 
employees and the patients from the 
public rather than the reverse. We 
don’t want people to come and gape 
curiously at the “psychos” or “nuts.” 
Public relations bears very closely on 
this whole question, said Dr. Bloom- 
berg. We should ask what is wrong 
with having people come through our 
grounds and see our hospital. Isn't 
this one of the desirable things, so 
that people will not “isolate” us and 
know that we are not dealing with 
raving maniacs but with people whose 
mental illness is curable? That our 
hospitals are like general hospitals 
where people come to be cured of 
their sickness and then go home? 
Don’t we want them to understand 
that we are not keeping our patients 
in hopeless dungeons? That we do 
open up to the community, that we 
want them to come and see what we 
are doing? That we are not on the 
defensive about it? 

Those of us who are able by what- 
ever means to attract not three or 
four, but thirty or forty people with 
no business except the fact that 
they are citizens who are paying for 
this service and would like to see 
what they are getting for their tax 
money are doing a better job of 
public relations than those who can 
get only one or two or none at all. 
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Administrative Aspects of Patient Freedom 


Chairman: Harrison S. Evans, M.D., Ohio 
Discussion Leader: |. L. W. Clancey, M.D., Sask., Canada 


Presentation: 


In our present discussion, freedom 
may be equated with situations in 
which the patient has an opportunity 
of making a choice—whether to accept 
parole, whether or not to work, and 
so on. Because of our function of pro- 
tecting public and patients we must 
initially restrict freedom to some ex- 
tent, but restrictions should be applied 
after reaching, where possible, a con- 
sensus with the patient himself. With- 
out a consensus the necessary restric- 
tions should be applied, though not 
by fiat. 

Administrative measures can be de- 
veloped which progressively increase 
the patient’s area of choice and still 
protect him and protect the public. 
There are five problem areas: 


1. The first, problems associated with 
admission: methods of committal, 
safeguards against wrongful and 
unnecessary committals; the recep- 
tion of the patient in the hospital 
and specifically the conflict between 
activities directed toward maintain- 
ing the self-esteem of the individual 
as opposed to those directed to- 
wards the patient’s hygiene, record- 
ing of his property and other neces- 
sary administrative procedures. 

2. Next, the problems associated with 
the patient’s stay in the hospital: 
patient government; what we do 
about staff opposition; how to get 
the patient to take part in patient 
government; the use and abuse of 
privileges; the control of patients; 
safeguards against suicide, elope- 
ments and accidents, and lastly, the 
acceptance and recognition of the 
risks to the patient and the com- 
munity. 

3. The problems associated with dis- 
charge: boarding-out programs, 
parole as opposed to direct dis- 


charge, the function of the social 

service department. 

4. Liaison with the public: the prep- 
aration of the family and the com- 
munity for extended freedom which 
may lead to elopements, accidents, 
and so on. 

5. Finally, the problems associated 
with the hospital personnel them- 
selves: the conflicts between the lay 
and the professional staff arising 
out of different attitudes and goals; 
the conflict between the senior ad- 
ministrative medical staff and the 
“therapeutic medical staff” arising 
from the proximity of one—the ad- 
ministrator—to the general public, 
and of the therapist to the patient; 
the loss of status felt among nursing 
staff as expressed in the fear that 
the “doctors and patients will gang 
up against us.” 

Since the changing and improving 
of both staff and community attitudes 
seem to have been a keynote of all 
our discussions of patient freedom, I 
hope somebody will be brave enough 
to get up and give us some ideas as to 
how we should tackle this problem. 
What experiences have any of you had 
with your staff groups in helping to 
change and improve staff attitudes? 
Do you know who are the standard 
bearers among your hospital staff? 
These are the people we have to edu- 
cate. If we can educate this group, 
usually quite a small one, our educa- 
tion program will expand. But what 
particular staff group should be 
tackled first, and which particular 
group in the community? 


Discussion: 


Participants: C. A. Buck, M.D., Ont., 
Canada; Paul Haun, M.D., Pa.; Mr. 
Robert Klein, Ill.; Simon Kwalwasser, 
M.D., N. Y.; Harold L. McPheeters, 
M.D., Ky.; H. C. Moorhouse, M.D., 


Ont., Canada; James W. Murdoch, 
M.D., N. C.; Chaplain Moody A. 
Nicholson, Okla.; Walter Rapaport, 
M.D., Calif.; Reginald §. Rood, M.D., 
Calif.; Hon. Harry Shapiro, Pa.; Wil- 
liam S. Simpson, M.D., Kansas; Mrs. 
R. R. Tamargo, N. Y.; Mesrop A. 
Tarumianz, M.D., Del.; G. D. Tipton, 
M.D., Calif.; Mrs. Marion S. Wells, 
Ohio; Samuel Wick, M.D., Ariz. 

The main problem is that the com- 
munity, and therefore, the politicians 
have not been educated to understand 
our financial needs, said Dr. Tar- 
umianz. We must have sufficient 
money to obtain the services of psy- 
chiatrists, nurses, social workers and 
technicians in all areas. And it is ob- 
viously the consensus of the group that 
to implement patient freedom and 
progressive patient responsibility, 
more staff and better trained staff, 
rather than less staff, is needed. 

We should tell the people about our 
defects, because these will be adver- 
tised and publicized. We should tell 
our communities at home that this 
Institute believes that there are great 
possibilities for improving conditions 
in our hospitals and our clinics, if they 
will just give us the opportunity. 


Invite Legislators into Hospitals 


Mr. Shapiro said he had learned 
that all the doctors seem to have found 
the answer as to what to do for the 
patients. But all their knowledge and 
all their good intentions would ac- 
complish nothing unless they realized 
that most people—and certainly legis- 
lators—don’t have any imagination! 
People say that the hospital superin- 
tendents have been overpowered by 
politics and that nothing can be done 
about it. “I simply do not believe it,” 
said Mr. Shapiro. “You can do some- 
thing about it by going into the prac- 
tical end of matters, and telling the 
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The social worker increases in im- 
portance as more patients are dis- 
charged because of new therapies. 
The work of this department concerns 
the patient's hospital life as well as 
her family situation and her dis- 
charge. A good social worker begins 
her contacts with the patient as early 
as possible. 


people who hold the purse strings just 
what you need. Invite the legislators 
into the hospitals and let them judge 
the case in the forum where it be- 
longs!” 

Mr. Klein said too few studies had 
been made to determine whether the 
increase in per capita appropriations 
has indeed increased the discharge 
rate in mental hospitals; yet every 
year, this argument is presented to our 
legislatures. There is little informa- 
tion solid enough to present on an im- 
pressive scale. 

In Ohio, Mrs. Wells said, after the 
General Assembly listened to a psy- 
chiatrist’s address, the Legislature set 
up study committees that went into 
the hospitals and saw for themselves 
the deplorable conditions which had 
been described. As a result, they had a 
ten million dollar increase granted 
over the amount requested by the Gov- 
ernor for personnel and that part of a 
bond issue, which was for mental hos- 
pitals, was passed by the citizens of the 
state. 


Concrete, Ethical Pressure 


There are three concrete methods 
by which hospital administrators can 
bring ethical pressure to bear upon 
their communities, said Dr. Haun. He 
listed them as follows: 

1. It is possible for any hospital to 
set up a model ward, adequately 


99 
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staffed and equipped, focussing re- 
sources in that one area. Thus a dem- 
onstration can be given of what can be 
done; you also create terrific pressures 
within your own hospital staff to have 
comparable improvements throughout 
the hospital. 

2. The second method is to invite 
legislators to visit the hospital and 
show them the worst wards you have. 
Perhaps they will forget; usually they 
won't. It makes an important breach 
in the wall of ignorance. 

3. The final thing is to establish a 
well-coordinated, carefully engineered 
volunteer program; important mem- 
bers of the local community who 
actually know what is going on begin 
to feel personal responsibility for 
patient care, and can be most effective 
missionaries. 

In relation to the hospital adminis- 
tration as it affects patient care and 
freedom, several physicians mentioned 
the importance of admission proce- 
dures designed to give a new patient 
the feeling that he is being treated as 
an individual; thus single admissions 
are better than large group admis- 
sions, so that the new patient can be- 
come acquainted personally with the 
people who are going to take care of 
him on the ward. Voluntary admis- 
sion, where the law permits it, helps 
considerably but, said Dr. Buck, even 
if the patient has been certified by a 


magistrate, he must be dealt with in 
exactly the same manner as other 
patients who may have been sent in 
on the certificate of two physicians 
only. 

While undoubtedly the community 
attitude has a lot of influence over 
what privileges patients may be 
granted and how extensive those 
privileges shall be, the administrative 
problems connected with them largely 
revolve around the judgment of the 
staff. This especially applies to 
grounds privileges—who shall have 
them, when they shall have them, and 
so on. Dr. Tipton said that in his 
hospital he had alcoholics who needed 
control, mentally deficient girls with 
poor judgment, and so on. The chief 
problem, he believed, was the proper 
indoctrination of all personnel from 
the top to the bottom, as to what 
calculated risks might properly be 
taken. 


Information from Nursing Staff 
an Important Factor 


The importance of securing infor- 
mation from nursing staff regarding 
the degree of freedom an individual 
could handle at a given time cannot 
be over-emphasized. These people 
spend more time with individual 
patients than do doctors, so their in- 
formation and opinion is of great 
assistance, 
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So, too, is the judgment of the 
patients themselves. Dr. McPheeters 
described how his hospital went about 
opening wards. The patient govern- 
ment group was informed that the 
administration was considering the 
opening of a certain ward. They were 
allowed to discuss this for a time to 
see what they thought about it. If 
they felt that they could take the re- 
sponsibility of guarding against es- 
capes and other serious incidents, they 
told the administration so. If on the 
other hand they felt that they should 
work out some problems among them- 
selves first, the ward remained closed 
until they felt ready. Under this sys- 
tem, from 30% to 40% of all the wards 
were opened during a_ six-month 
period. 


Freedom to Do Something 


When we plan upon opening wards, 
said Dr. Simpson, we should remember 
that patient freedom in itself never 
cured anybody. . Freedom in itself im- 
plies freedom to do something—to 
make choices of work, of occupation, 
of recreation, whether to elope or not, 
how to handle the situations which 
arise out of liberty. This implies not 
that we need less staff, but that we 
need more and better-trained staff. 


Here the volunteer fits into the 
program and Dr. Simpson described 
his “Golden Link Club’—a patient 
self-government group, into which the 
volunteers were invited. These volun- 
teers took the patients out to their 
homes. There are patients, said Dr. 
Simpson, who after years in hospital, 
don’t know that there are such things 
as street lights, that Red means Stop 
and Green means Go. The volunteers 
take them for bus rides, on shopping 
expeditions and on home visits, to get 
them used to community living again. 
If something active is not done, then 
the patients who are on an open ward 
may be harder to get out of the hos- 
pital than any other group of patients. 
The more freedom you give patients, 
the more you have to make opportuni- 
ties for them to utilize that freedom 
constructively. 

In California, volunteer workers, in 
addition to taking patients shopping 
and on home visits, also try to find 
jobs for people who, in the judgment 
of the staff, are ready for discharge. 
Money was provided through a special 
fund to provide temporary homes for 
such patients after discharge. 

In any discussion of discharge, of 
course, the social service department 
is involved. Dr. Clancey said that a 


hospital that had a non-existent or an 
inadequate social service department 
implied that it did not believe that 
patients do recover or should be dis- 
charged. The provision of adequate 
social service is therefore mandatory 
in any hospital which is attempting 
to increase patient freedom in such a 
way that it will lead to patient dis- 
charge. 


Experiment in Staff Education 


Dr. Moorhouse described an ex- 
periment which his hospital under- 
took in staff education. The psychol- 
ogy department prepared a document, 
rather like a questionnaire, directed 
at finding out exactly what the pa- 
tients thought about the staff. There 
were some very remarkable answers! 
Next, staff members were shown as 
many professional-education films as 
possible; next, the administration had 
recordings made, unknown to the par- 
ticipants, of staff-patient situations. 
The discussion of these recordings 
later, in an unbiased and friendly 
atmosphere called for delicate han- 
dling—but as a result of the total pro- 
gram, staff members learned a good 
deal about their own relationships 
with patients, and were able to apply 
this knowledge constructively. 


Activities designed to improve social adjustments as well as for enjoyment make freedom meaningful. To a woman, the 
freedom and facilities to wash and iron her own “small things" is a natural activity of great importance to her. 





Group Session: 


Forensic Psychiatry 


Discussion Leader: Henry A. Davidson, M.D., N. J. 


Presentation: 


Dealing as they do with social de- 
viation, law and psychiatry seek a 
common ground. Law must respect 
precedent; otherwise a man would 
never know what his rights would be 
tomorrow. But psychiatry, being part 
of the rapidly advancing front of 
medicine, must use each new and 
useful finding as it is developed. The 
decisions of 20 years ago may still be 
solid law. The treatments of 20 years 
ago are likely to be poor medicine. 

Medical ethics traditionally focuses 
on the duty to the individual patient. 
But the psychiatrist must give priority 
to a duty to the community. In the 
mental hospital, these duties may 
clash. The patient might be better 
off with a driver's license, unrestricted 
freedom to come and go and the right 
to carry a revolver. But the com- 
munity’s welfare may require that 
these be denied to the patient. What 
does a hospital officer do when placed 
on the horns of such a dilemma? 

A similar problem is presented with 
respect to confidential statements. If, 
in confidence, the hospital officer 
learns of a patient’s plan to commit 
an assault, where is the doctor’s duty? 
In some jurisdictions he is legally 
bound to report this and in others 
he is forbidden to report it. And what 
ethical guide does the psychiatrist or 
other mental hospital official have? 

Our patients are weak, and we have 
a duty to protect all their natural 
rights and all their constitutional 
rights. But we must not overstep the 
frontier which separates those rights 
from our duty to protect public wel- 
fare. 

This has public relations aspects 
too. Have we oversold psychiatry to 
the point where the public expects us 
to explain away all abnormalities and 
to wipe out all oddities of behavior? 
Do we lose caste with the public if we 
experts fail to work such miracles? 

We are deeply involved in the 
criteria of criminal responsibility. 
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Shall we go along with the rule in 
McNaughten’s case? Or is the recent 
decision in the Durham case more in 
keeping with 20th century psychiatry? 

Here, for instance, is a headline 
from a recent newspaper. It reads: 
“Released from Mental Ward Eight 
Times, Man is Seized as Attacker.” 

A twenty-five year old man was 
held without bond for raping a forty- 
five year old woman. The rape is not 
held to be evidence of mental disease, 
but the fact that he was eight times 
in a psychiatric ward and each time 
released makes the average reader 
assume that psychiatrists did not know 
what they were doing! The psychiatric 
ward could not do anything but re- 
lease him because he was not commit- 
ted as a psychotic. The public does not 
understand this. 

Are we suffering here from a defect 
in our public relations? Or have we 
failed to educate the public about 
our limitations? 

Suppose that a voluntary alcoholic 
patient is about to leave your hospital. 
You are sure that when he gets drunk, 
he will get assaultive and do some 
damage. What can you do in the 
present state of the law? 


Discussion: 


Participants: Wilfred Bloomberg, 
M.D., Mass.; M. D. Campbell, M.D., 
Wash.; Mr. Elias Cohen, Ind.; J. 
Berkeley Gordon, M.D., N. J.; Simon 
Kwalwasser, M.D., N. Y.; Mr. James 
Lister, B. C. Canada; J. A. Mendelson, 
M.D., Ohio; H. C. Moorhouse, M.D.., 
Ont. Canada; Harold A. Pooler, M.D., 
Me.; Walter Rapaport, M.D., Calif.; 
Reginald §. Rood, M.D., Calif.; John 
T. Shea, M.D., Mass.; F. L. Spradling, 
M.D., Neb.; Samuel Wick, M.D., Ariz. 

In Ohio, a patient who had been 
committed made an ostensibly good 
adjustment and was released. He was 
returned and, after observation, dis- 
charged again. After one day, the 
police brought him back. He was 
kept for four weeks. He knew “the 
nature and quality of his acts.” Once 


more he was allowed out and this 
time three policemen brought him 
back. He is not legally insane. The 
only responsibility the superintendent 
has is to notify the court; it then be. 
comes their responsibility. 

Here is a bus driver in the hospital 
voluntarily, after a weekend of drink- 
ing. Staff opinion is that this alco 
holic may drive while drunk and jeop- 
ardize the lives of forty people. But he 
is not psychotic. And he is a volun- 
tary patient. What do we do? 


Withdrawal of Driving License 


In Ontario, in such a case, said Dr. 
Moorhouse, the superintendent of 
the hospital reports to the Depart 
ment of Highways, saying that the 
individual is going home “on proba 
tion” but that he is unfit to operate 
a motor vehicle. The Department of 
Highways is then responsible for re- 
voking his license if they see fit. 

Dr. Rapaport said that in Califor 
nia, the Department of Motor Ve 
hicles watches the commitments and 
notifies the hospital to pick up the pa 
tient’s driving permit. In New York, 
the law demands that a_ hospital 
notify a federal agency on releasing 
a drug addict. In New Jersey, the 
state hospitals have agreed informally, 
with the Motor Vehicle Bureau, that 
psychotic patients on pass, visit oF 
parole, shall not be permitted to drive 
cars during their year of “parole.” 
Each week, superintendents advise 
the Commissioner of Motor Vehicles 
of patients released ‘on parole.” 
Each time that such a patient is def- 
nitely “discharged,” the Bureau of 
Motor Vehicles is notified that the ex- 
patient is now considered competent 
to operate a motor vehicle, if that is 
the case. 

This agreement seems to be in the 
best interests of the public as a whole, 
said Dr. Gordon, who described the 
procedure. If a patient on “parole” 
or “trial visit” status were involved 
in an auto accident there would be 4 
serious question of insurance liability. 
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Also, there are unpleasant public rela- 
tions implications for a hospital which 
takes no steps to prevent an “insane” 
person from wielding a two-ton mon- 
ster capable of hurtling down Main 
Street at a mile a minute. After all, 
a patient on pass, visit or “parole” 
is as much the responsibility of the 
hospital as if he were still within the 
walls of the institution. The decision 
to forbid driving is made by the Bu- 
reau of Motor Vehicles. The _ hos- 
pitals simply notify the Bureau of the 
facts. 

In British Columbia, said Mr. 
Lister, every patient, voluntary or 
committed who comes into the Pro- 
vincial Mental Health Service sur- 
renders his driving license. If he is 
released on six months’ “probation” 
he does not get his license during that 
period. Once the patient is fully dis- 
charged, it is his problem to get a 
driver’s license again. The authorities 
retest him to see if he qualifies. 

Dr. Bloomberg resented the as- 
sumption that people who had been 
mentally sick should not drive. What 
about the patient on trial visit who 
is unable to make his living as a 
farmer, because he may not drive a 
tractor across a public road from one 
piece of his land to another? 

In Massachusetts when a patient is 
committed, the hospital has to pick 
up his license and send it to the 
Registry of Motor Vehicles, which 
automatically suspends the license. 
But it is assumed that a voluntary pa- 
tient is well enough to keep his li- 
cense. Recently, however, the Com- 
missioner instructed all superintend- 
ents that in the event that a patient’s 
livelihood depended on his operating 
a motor vehicle, superintendents 
should do their best to enable him to 
get it back when he is discharged. 
They usually notify the Registry of 
Motor Vehicles and say that they con- 
sider this man to be capable of operat- 
ing a motor vehicle. 


Usurping the Law’s Functions? 


Mr. Cohen wanted to discuss re- 
tention of a person who, a psychiatrist 
might feel, was “potentially” danger- 
ous, in that there was a possibility of 
recurrence of a violent or unsocial act. 
Can we—should we—incarcerate a man 
on the basis of a “probability” that 
he will do something? Even under 
habitual criminal law, there must be 


a demonstration of repeated acts, not 
mere possibilities. 

The courts and legislatures, said 
Mr. Cohen, have really not defined 
“insanity” or “psychosis” with any 
precision. He wondered if psychia- 
trists are not trying to fill that vacu-- 
um by assuming, in a sense, the pre- 
rogatives of a court and making legal 
decisions about sanity. The law pro- 
vides, in careful detail, a number of 
legal safeguards. Are _ psychiatrists 
substituting their judgment for these 
legal rules? 

The Chairman asked if Mr. Cohen, 
in effect, wanted it both ways. On 
the one hand he wanted the psychia- 
trist to give unequivocal, clean-cut 
decisions about diagnosis and prog- 
nosis; on the other hand he wanted 
the psychiatrist to avoid making de- 
cisions which touched on legal rights. 

There is, the Chairman continued, 
a large overlapping area including 
decisions which are essentially ad- 
ministrative or judicial rather than 
medical. But the judge can reason- 
ably ask the psychiatrist: “Do you 
think this act of self-exposure is likely 
to lead to rape or homosexuality?” 
The psychiatrist can hardly say: “No 
comment: that is a legal question.” 





The court and the public will then 
take the position “Psychiatrists are no 
help.” The judge may ask “This 
medical opinion you have given me— 
that the man is suffering from an 
obsessive-compulsive reaction—this is 
all very interesting, but is he likely 
to be assaultive?”” Each one bounces 
the ball back to the other. 

Mr. Cohen asked if psychiatrists 
were in agreement as to what con- 
stitutes a disease which renders a per- 
son commitable and warrants his re- 
moval from society. He also asked 
about the intolerance of the com- 
munity towards an individual, who 
while not dangerous, and perhaps not 
even psychotic, was nevertheless a 
nuisance? 

Dr. Davidson said it is scarcely sur- 
prising that doctors disagree in reply- 
ing to that question, since the U. S. 
Supreme Court sometimes splits 4 to 
5 in interpreting laws written by 
other men! On the whole, he said, 
there is general agreement that a per- 
son ought to be committed if he is 
dangerous to himself and to others. 
If he is not dangerous, but only a 
nuisance, we simply leave it to the 
court to decide whether to restrain 
him. 





There was some feeling that it was 
“unscientific” to have different legal 
yardsticks of insanity to suit different 
situations. But Dr. Davidson said 
that the criteria of competency to 
make a will are different from the 
criteria to determine criminal respon- 
sibility, that the measure of the need 
for restraint was not the same as the 
measure of competency to endorse a 
check, and that the law was perfectly 
realistic using criteria specific for the 
particular situation. 

Dr. Bloomberg said it would be 
a fallacy to require agreement as to 
what diagnosis should constitute com- 
mitability, since commitment is by 
its very nature based on a pattern of 
behavior, and not on a diagnosis. 
The question is, regardless of diag- 
nosis, whether this particular pattern 
of behavior promises to be so danger- 
ous that the individual must be com- 
mitted. 


Doctor-Patient Relationship 


Regarding doctor-patient  confi- 
dences, Dr. Davidson said that with a 
dangerous patient, his own reaction 
was to do what had to be done to pre- 
vent the danger even if it did mean 
breaching a confidential relationship. 
In a sense, it is in the patient’s own 
interest to have him arrested and then 
committed rather than to let him go 
out and perpetrate a murder. In this 
light, there is no diversity between 
the patient’s welfare and that of the 
community. There was general agree- 
ment in the group that, when closely 
examined, many of the apparent di- 
versities of interest vanished . 

One of the legal lags, it was pointed 
out, was in the requirement that a 
patient be dangerous before he could 
be committed. Dr. Rapaport said 
that in California this issue had been 
effectively met by the rule that the 
criterion for commitment was “need 
for treatment” rather than danger. In 
such a case, the only right the patient 
might lose would be the right to drive 
a car. 

If a voluntary patient demands his 
release, a California hospital will not 
let him go if he is dangerous. The 
hospital, in fact, may take steps to 
process the patient’s formal commit- 
ment. They do so without fear of 
lawsuit, because they are legally pro- 
tected in such cases unless it can be 
shown that something egregiously 
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negligent or downright fraudulent 
was done in connection with the com- 
mitment. They are permitted to hold 
a dangerous voluntary patient for 
seven days. This gives them time to 
work something out. 

Dr. Campbell said that he was 
threatened with the transfer of thirty 
convicts from the State Penitentiary 
who were not legally “insane.” They 
were all psychopaths. Could he force 
treatment on such persons? The mat- 
ter involved the privacy of the per- 
son of legally competent individuals. 

In Nebraska, in a similar situation, 
said Dr. Spradling, they were careful 
not to impose treatment upon those 
who had not been committed as “in- 
sane.” 


Medical and Lay Concepts of Disease 
Differ 


Dr. Davidson said that the word 
“disease,” as the layman uses it, means 
something which falls upon an inno- 
cent individual. He is a victim. This 
is the lay concept. But to the physi- 
cian the word “disease” means any 
deviation from the normal. Statis- 
tically most people are not burglars, 
and therefore a man who is a burglar 
has by definition a “disease” in the 
sense that he differs from the normal. 
To the layman, this is not disease 
because this is not something which 
falls upon an innocent man, nor can 
it be treated medically. Again, from 
the layman’s point of view, alcoholism 
is not a disease, but rather a bad 
habit. From the physician’s point of 
view, alcoholism is sickness. And it 
is this disagreement as to the mean- 
ing of the word “disease” which 
causes much of our difficulty. Thus 
a judge picks up a medical book and 
says: “It says here that alcoholism is 
a disease. You are experts in treating 
disease. Why can’t you do something 
for him?” 

We say, “Well, it’s not exactly a dis- 
ease; it’s a personality disorder.” And 
we have caught ourselves in a seman- 


tic booby trap. 
Non-Psychotic Offenders 


On the question of the psychiatric 
treatment of non-psychotic offenders 
—sex psychopaths, juvenile delin- 
quents, alcoholics and others—the 
problem of the administrator of a 
mental hospital or a maximum secu- 
rity hospital is to protect the institu- 


tion as a hospital, and not to turn the 
place into a prison. The essence of 
the distinction, said Dr. Rood, is to 
agree that a psychotic person belongs 
with us. But the non-psychotic, dan- 
gerous person does not necessarily be- 
long with us. He might equally be. 
long in a prison. The superintendent 
of the hospital should have choice 
about which non-psychotic persons 
he can treat. 


Longevity of McNaughten’s Rule 


The question of the rule in Me 
Naughten’s case again came up. The 
Chairman pointed out that this centu. 
ry-old rule has two components. First 
it has to be shown that the defendant 
has mental disease or defect; second, 
that this mental disorder made it im- 
possible for him to know that what 
he was doing was wrong. This rule 
has been a favorite target of psychia 
trists for many decades but no one 
has yet conjured up a better one. The 
chief objection to the rule is that it 
ignores a large group of mentally ill 
people who know they are doing 
wrong but who are driven to such 
wrong-doing by their mental disorder 
—for instance, compulsive pyromania. 
The rule in McNaughten’s case gets its 
longevity from the fact that it comes 
very close to the popular concept that 
a person should be held accountable 
for doing what he knows he _ should 
not be doing. The most recent attack 
on the McNaughten rule is found in 
the District of Columbia in the Dur 
ham case, where the Court of Appeals 
said that the rule ought to be this 
“An accused is not criminally respon 
sible if his unlawful act was the prod- 
uct of mental disease or defect.” Since 
we psychiatrists say that alcoholism 
is a mental disease, it would appeat 
that under this test a sane alcoholic 
could commit a murder and be “not 
guilty” if the murder was the produd 
of drunkenness. But being sane, he 
could not be committed. As yet only 
one court in one jurisdiction ha 
adopted this formulation, and because 
of this obvious loophole, it is unlikely 
to be widely followed. Conceivably 
this gap might be plugged by legisla 
tion permitting commitment of sant 
persons who are acquitted under this 
rule. But even then, the hospital 
would be harassed by need for keep 
ing a sane person forever locked up 
in a minimum-security institution. 
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Group Session: 


Malpractice Insurance 


Ed. Note: Although this session also 
took the form of free discussion, the 
leader, Mr. Magee, was in the position 
of the expert. Thus most discussion took 
the form of questions or examples—i.e. 
"What should one do if—." This session, 
therefore, is presented in the form of 
an article on the topic. 


Discussion Leader: Hon. Warren E. Magee, 
A.P.A. Legal Counsel 


Participants: Daniel Blain,M.D.,D.C.; 
Philip Brown, M.D., Mich.; Charles 
Buckman, M.D., N. Y.; George W. 
Davis, M.D., La.; Theodore Dehne, 
M.D., Pa.; Mr. Bernard Dolnick, Ind.; 
Walter M. Gysin, M.D., Ky.; Jefferson 
F. Klepfer, M.D., Ind.; H. A. LaBurt, 
M.D., N. Y.; J. Martin Myers, M.D. 
Pa.; Mr. Don Phillips, Va.; G. Wilse 
Robinson, Jr., M.D., Mo.; Mrs. Doro- 
thy T. Shelley, Pa.; Herman B. Snow, 
M.D., N. Y.; George P. Wyman, M.D., 
Ky. 


During recent years, suits for mal- 
practice have grown by leaps and 
bounds. Last year the loss ratio against 
the previous three years in the District 
of Columbia increased by 150%, 
accounting of course for the great in- 
crease in rates. 

Malpractice may be defined as the 
failure on the part of the physician to 
properly perform duties which de- 
volve on him in his professional rela- 
tionship with his patient, a failure 
which results in some injury to the 
patient. Malpractice is tested by the 
conduct of other physicians skilled 
in the same field in a given com- 
munity or in a similar community. 
Negligence is kin to malpractice and 
is a failure to perform a duty you 
should perform or the doing of some- 
thing in a careless manner, causing in- 
jury to the patient. The terms are 
almost synonymous. 

We are concerned especially with 
the responsibility of mental hospital 
administrators. Today in many states 
the public hospital may be sued—even 
if it is a charitable hospital—if anyone 
is injured therein. The hospital has 
the duty of selecting a proper staff, of 
employing qualified medical men, 
nurses and administrators. If a patient 
is injured through the presence of and 
because of the act of an incompetent 
person, the courts hold that the hos- 
pital is liable. However, when a 
doctor only has privileges in a hos- 
pital and is not employed by it, a 
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different problem is posed. In this 
case, the hospital is usually not liable. 

The question which concerns us is 
what hospitals can do to protect their 
staff? In the past, policies written by 
hospitals have not been adequate to 
protect all of the staff employees. A 
usual type of policy covered only the 
hospital, its director and its officers. 
Others in the hospital were not 
covered. ‘Thus the insurance carrier 
might not be obliged to defend a 
physician or a nurse, and there have 
been cases where staff members have 
been sued personally because the hos- 
pital coverage was not broad enough 
to protect them. 


Split Coverage Unwise 


Today we realize that it is unwise 
to split our coverage between carriers 
and this applies especially to private 
hospitals. If you have a public liabil- 
ity policy with one company and mal- 
practice insurance with another, the 
hospital may find that neither carrier 
will defend in a given situation, each 
contending that it is covered by the 
other’s policy. This might mean that 
the hospital itself would have to de- 
fend the action. A case of negligence, 
for instance, might be covered by the 
public liability policy. Or the act 
might be a part of the practice of 
medicine which would mean that it 
might be covered by the malpractice 
policy. Such borderline cases cause 
trouble. 

Many feel, therefore, that the hos- 
pital should have adequate coverage 
by a single carrier, which covers all 
persons assisting in the hospital, even 
down to the student nurse. Otherwise, 
you may reach the point where the 
hospital doctor will be reluctant to 
undertake a procedure which he feels 
is necessary, because of the risks in- 
volved, and against which he has no 
insurance. In this case, the patient 
will be the one to suffer. 

It is true that it is getting more and 
more difficult for an institution to be 


covered by comprehensive malprac- 
tice and liability insurance. The rates 
are going up. Hospital physicians who 
are members of the American Psychi- 
atric Association may be eligible to 
participate in the malpractice insur- 
ance plan of the Association, which 
is a group plan, if group plans are 
permitted in the states where such 
physicians practice. If there are any 
physicians who have not been able to 
obtain insurance, they should contact 
the Association in Washington to as- 
certain whether insurance can be ob- 
tained for them under the group plan. 

Group insurance, where permissi- 
ble, benefits the individual. If you 
have an individual policy and have 
a series of mishaps and a judgment 
has been obtained against you, your 
insurance company is at liberty to 
cancel your policy and you may have 
great difficulty in securing another. 
Under a group policy this right to 
cancel can be restricted in the phy- 
sician’s favor. 

The case of a patient injured ap- 
parently deliberately by a hospital 
employee (one participant described 
such a case) was discussed. If, as in 
this case, the evidence was circum- 
stantial and the matter could not be 
proved beyond a reasonable doubt, a 
criminal prosecution for this assault 





could fail. However, the administra- 
tor need not be obliged to keep the 
offender in the absence of a tenure 
status, the reason being that employ- 
ment is personal and is usually ter- 
minable at the will of either party. 

A hospital is required to exercise 
reasonable care and to perform the 
services which it tells the public it is 
able to perform. In so doing, it must 
exercise reasonable care in the selec- 
tion of its staff. It must ascertain for 
instance, that a physician in the hos- 
pital actually is a physician. It may 
be liable if it did not exercise this 
reasonable care in hiring physicians or 
in permitting physicians to come into 
the hospital and exercise privileges. 
If the hospital has reasonable regula- 
tions and they are administered rea- 
sonably and not incompetently, then 
it should not be liable. 

Insurance companies, from their 
experience and their tabulation of 
costs feel that electroshock, like X- 
Ray, is more dangerous from a liabil- 
ity point of view when compared with 
other fields. Therefore premiums are 
higher. We all know that injuries 
can result from shock and X-Ray treat- 
ments. One may be held liable for 
the injuries which resulted to the pa- 
tient in these fields. 


Consent Helps Defense 


Consent to operative and treatment 
procedures is important to the defense 


of the doctor. Some persons can 
legally give consent on behalf of a 
patient who cannot consent for him- 
self. You have to make up your mind, 
as a psychiatrist, whether your patient 
is able to consent himself. If not, you 
should obtain the consent of the par- 
ents if they are available, or of one 
parent, or of a legal guardian, if a 
minor is involved. The superintend- 
ent is mot the guardian of the pa- 
tients under his care. He can only be 
in a doctor-patient relationship. Only 
a small number of patients are adjudi- 
cated incompetent by the courts. But 
if you feel that the patient is not 
capable of consent, then you should 
get the consent of the wife, the hus- 
band, the children or the guardian, 
in writing, to show that you did the 
best you could. If the patient is able 
to give you consent, and is an adult, 
that should be sufficient. If he has the 
mentality to refuse, he has the right 
to refuse, even against the consent of 
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the family and against your own pro- 
fessional judgment. Consent is a con- 
tractual thing. If the patient has 
refused the treatment, and you do it 
even with the consent of his wife, he 
can sue you and may be able to re- 
cover. You might make a good im- 
pression on the jury and might win 
the case, but legally there would be 
liability. 


Consent No Defense for Malpractice 


Consent does not protect against 
malpractice or negligence. But if you 
have to defend something you did 
without consent, you are in an even 
worse situation. You cannot depend 
upon a contract absolving you in ad- 
vance against malpractice or negli- 
gence—that would be against the 
public interest. But if you have con- 
sent to administer EST and get a bad 
result, provided you can show that 
you did what you did in accordance 
with good practice, that no act was 
done unlawfully, you should win. 
There should be no liability against 
you because there was no bad conduct 
and no negligence on your part. 

Psychiatrists as individuals can get 
good malpractice coverage and many 
do through the A.P.A. master policy. 
The question has been asked whether 
it is necessary for all members of a 
hospital staff to have insurance indi- 
vidually or whether they can derive 
protection from the fact that they 
work in a certain type of institution, 
which can be proved to be operating 
on a competent basis. It would be 
wise for the doctor or other person to 
ascertain the extent of the coverage of 
his institution to determine whether 
the policy insurance covers his parti- 
cular functions. Since policies can be 
changed or cancelled overnight, how- 
ever, it is wise for any practicing 
physician to carry his own malpractice 
insurance for his own peace of mind. 
Further, he may have an emergency 
situation away from his hospital, 
where he wauld not be covered by the 
hospital’s policy, which an individual 
policy would cover. 

In certain states, New Jersey, for 
instance, it was said that you cannot 
sue the State. The legislature would 
have to pass an act to permit suit to 
be brought. Nor will the State insure 
hospital employees individually. Nor 
does the law state that physicians em- 
ployed by the hospital must be li- 


censed to practice in New Jersey, pro- 
vided they are licensed to practice 
somewhere. If something goes wrong, 
therefore, the superintendent could 
be held responsible. The only protec- 
tion is for him to carry insurance, 

In some policies the mental hos- 
pital administrator is excluded and the 
insurance companies regularly exclude 
everybody who comes under Work- 
man’s Compensation Act. It was said 
that in Michigan, none of the state 
hospitals have coverage per se but the 
State’s Attorney General goes in as 
their attorney to protect them if they 
are sued. The Department of Mental 
Health attempted to get coverage for 
the hospitals, and sought a law to pro- 
tect the staff members of a state hos- 
pital, but the legislature did not pass 
it. 

Secondly, the Department tried to 
obtain a blanket over-all policy paid 
for by the Executive Department 
covering all state physicians, but could 
not get the necessary money from the 
budget department. At present, there 
is no adequate coverage. The Depart 
ment has been unable to get adequate 
insurance for administrators. Two 
companies will give ordinary ade- 
quate coverage if electroshock is not 
used, but these two companies specifi- 
cally do not cover the administrator 
of a hospital. The administrator be- 
cause he heads the hospital, thus could 
be sued if a plumber dropped a 
wrench on a patient's toe. 

It was stated from the floor that in 
Kentucky if a physician in a state 
hospital decides that electroshock is 
indicated, then, the permission is auto 
matic. If the legislature specifically 
gives the authority and orders it, then 
the physician in administering state 
law might be protected against 4 
claim of non-consent. 

Certainly it would be desirable for 
mental hospital administrators if their 
legislatures would pass a law, stating 
that they, like coroners, were immune 
from suit in the pursuit of their official 
duties. Such legislation should be s0 
worded that the patient on entering 
the hospital would be considered t 
have consented to the hospital pro 
cedures in the situation. The ques 
tion, of course, remains whether such 
a law would be constitutional. 

As a matter of interest to the pro 
fession, in some areas 30 percent of 
malpractice suits come about because 
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of some chance remark madé by a 
member of the profession itself. This 
situation could be alleviated by not 
making adverse comments about the 
treatment given by other members of 
the profession. Chance remarks by 
anyone connected with a hospital— 
an intern, a nurse or a resident—can 
also sow the seeds of a malpractice 
suit. While in certain states the hos- 
pital itself might be immune from a 
malpractice suit, the physicians and 
persons practicing in that hospital 
usually are not. Thus every person 
working in a hospital with patients 
should have malpractice insurance if 
he can obtain it. 


Recommendations 


The Discussion Leader concluded 
by reading the following constructive 
suggestions, developed by the Hospital 
Council of the National Capital Area: 

1. Write specific orders, giving the 
correct name of medication and 
amount, strength of solutions to be 
used, frequency of administration, 
where and how the preparation is 
to be administered. All internal 
medications should have the route 
of administration indicated: P.O.— 
I.M.—I.V.—S.C., etc.; external med- 
ications, the area to which applied. 
2. Use the metric system in writing 
dosages in order to avoid errors that 
result from converting the dosage 
to milligrams, etc. 
3. The patient’s chart should be 
legible and intact. If an order is 
written incorrectly, do not erase or 
mark it over with ink, but draw a 
line through the order and write 
beside it “error,” then proceed to 
write the correct order. No part of 
the chart should be destroyed for 
any reason whatsoever. 


reference at each nursing station 
to facilitate checking of abbrevia- 
tions. 


8. If a new preparation is being 
ordered, please inform the house 
staff and the charge nurse on duty; 
frequently much time is consumed 
by the pharmacist and others in 
trying to locate drugs that may not 
be available there. Some informa- 
tion about that new drug would be 
greatly appreciated by those having 


to administer it for the first time. 


“As previously stated, until better 
methods are established for dealing 
with the malpractice situation, mem- 
bers should adhere to the above rules. 
Results will more than justify the time 
and effort required to comply with 
them. It is also within the realm of 
possibility that if physicians generally 
cooperate, no further steps will be 
necessary,” concluded the statement 
by the Executive Secretary. 
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4. Do not change a written order 
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If the dosage of a medication is to 
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check carefully all orders written 
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6. Do not ask the nurse to take a 
verbal order except in cases where 
the patient’s life depends upon 
speed in instituting therapy; then, 
please write orders for those verbal 
orders given. 
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The New Drugs (Chlorpromazine & Reserpine): 
Administrative Aspects 


Chairman: Addison M. Duval, M.D., Washington, D. C. 
Discussion Leader: Douglas Goldman, M.D., Ohio 


Presentation: 


Our task this morning is to exchange 
information about the effects of the 
use of the “new drugs’”—chlorproma- 
zine and reserpine have been the most 
effective so far—for relatively large 
numbers of patients in large hospitals. 
A larger proportion of patients are 
being treated with them than we have 
so far been able to treat by other 
means. This is something which we 
have all encountered in our daily work 
with patients, and it seems as if not 
only the whole service, but the whole 
hospital has to be reorganized. 

First of all we need a new kind of 
doctor in a psychiatric hospital—one 
who is not afraid of medicine; who is 
not alarmed by seeing an eruption 
which is the result of medication, but 
who can handle it properly; one who 
is not afraid if Parkinsonism occurs 
from either reserpine or chlorproma- 
zine, but who will evaluate it as an 
index of the activity of the drug, and 
understand how to control it. Such 
problems require a new kind of atti- 
tude in addition to the psychiatric 
point of view, and this new attitude 
we might perhaps call a medical or 
pharmacologic understanding of what 
is going on. 

his new kind of understanding 
cannot be confined to physicians. The 
nursing service also faces a huge new 
responsibility, because instead of look- 
ing after a couple of hundred patients 
receiving somatic therapy, it is now 
caring for thousands. How can 20 


30 


nurses supervise this kind of nursing? 
How can they even supervise the 
attendants? 

The administrative aspects of the 
use of the new drugs may for conven- 
ience therefore be divided essentially 
into the clinical administrative and 
the business administrative points of 
view. 

Clinically, in addition to educating 
more medically and pharmacologically 
sophisticated physicians and nurses, we 
have to consider how many patients 
and what kind of patients should be 
treated by the new drugs because they 
are likely to benefit. What propor- 
tion of our patients can we treat? Can 
we give 100 patients one pill three 
times a day with only two attendants 
working on a ward? And is it possible 
to extend this treatment to the night 
shift with only one man on? 

What effect does it have on the ward 
and on the hospital when many pa- 
tients suddenly improve as a result of 
the drugs? A patient who has been 
in restraint for two or three years con- 
tinuously, only out for the legal num- 
ber of minutes per day under very 
close supervision, does not need re- 
straint any more, and yet he is not a 
well individual. He needs a great 
deal of extra attention from the occu- 
pational therapy department, from the 
rehabilitation service, possibly from 
teachers and other people who can 
re-educate him into useful channels. 
Vocational rehabilitation may come 
into existence in many hospitals for 
almost the first time; the problems of 
social service in arranging for the pa- 


tient to leave the hospital have to be 
considered. Then multiply this pa 
tient by hundreds or thousands. The 
nursing service, the rehabilitation 
services, the activities personnel and 
social service face a monumental task 
—a task to which they have not been 
accustomed. 
Budgetary Aspects 

Moving to the business administra- 
tive problems, we are all aware there 
is a huge rumble to be heard concern- 
ing the budgetary aspects. An ordi- 
nary, modest drug budget for a state 
hospital of say 3,000 patients is sud- 
denly increased from its normal $15, 
000 a year to twenty times that figure! 
Instead of giving drugs to two or three 
hundred patients in small doses, we 
find ourselves giving massive dosages 
to one thousand or fifteen hundred; 
we would like to expand it to two 
thousand or more because we feel they 
would benefit. Yet at the same time 
we are asking money for additional 
staff. 

How can we justify it? At our hos 
pital, for instance, the number of pa 
tients in residence on July 1, 1955 was 
80 less than on the previous July Ist. 
There is no other explanation except 
the effect of this increased treatment. 

Another hint was given me by our 
Social Service Department recently. 
“There is something very curious g 
ing on,” they told me. “Like every 
other hospital we have had _ patients 
coming back who have been out on 
convalescent leave or even on full dis 
charge. Yet in the first eight months 








of the use of this medication, 93 pa- 
tients went on convalescent status who 
had been treated by chlorpromazine 
or reserpine and whose medication was 
continued while on parole. Of these, 
six have returned to the hospital. 
During the same period 137 patients 
were on convalescent leave without 
the benefit of this outpatient drug 
therapy, and of this number 57 have 
returned.” 

This means that instead of coming 
back into the hospital the patient is 
given medication as an outpatient, is 
supervised once a week, then every 
other week, then once a month and 
finally every three months like any 
other patient on convalescent status. 
This reflects in the per capita daily 
and yearly cost. 

According to some figures I have, 
using the most expensive kind of drug 
treatment, the lowest figure for treat- 
ing a patient with chlorpromazine 
would be $12.24 a month—for 800 mil- 
ligrams a day. If reserpine works the 
figure would be about $9.50 or $10. 
This is very much cheaper than even 
the lowest per capita cost, and if you 
treated a man as an outpatient for a 
year it would be cheaper than keeping 
him in a hospital. 

The decrease in destruction of the 
physical plant, of soiling sheets and 
so on is more difficult to express in 
dollars and cents, but it could be done. 
Then the decrease in restraints—in 
our hospital restraints dropped from 
an average 14 and 15 a day to less than 
one a day during the last three or four 
months — cuts the cost of supervi- 
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sion, destruction of clothes, windows, 
benches and so on. 

I will now open this subject for dis- 
cussion, and we will try to teach one 
another as much as possible. 


Discussion: 


Participants: Freeman H. Adams, 
M.D., Calif.; Anthony K. Busch, M.D., 
Mo.; Charles K. Bush, M.D., D. C.; 
Philip N. Brown, M.D., Mich.; M. D. 
Campbell, M.D., Wash.; George W. 
Davis, M.D., La.; Mr. Mike Gorman, 
D. C.; Walter M. Gysin, M.D., Ky.; 
Daniel Haffron, M.D., Ill.; Franz X. 
Hasselbacher, M.D., Conn.; John R. 
Howitt, M.D., Ont., Canada; Gran- 
ville L. Jones, M.D., Va.; Daniel Lieb- 
erman, M.D., Calif.; Rev. Moody A. 
Nicholson, Okla.; Arthur P. Noyes, 
M.D., Pa.; Miss Elsie C. Ogilvie, R.N., 
D. C.; Benjamin Pollack, M.D., N. Y.; 
Mrs. R. R. Tamargo, N. Y.; Robert R. 
Yoder, M.D., Mich. 


Early in the discussion, questions 
were raised about dosages, selection of 
patients, possible risks, side effects and 
other clinical matters. In his capacity 
as internist, Dr. Goldman undertook 
to pass on his experience in these 
areas. The question of the maximum 
dose has been investigated in a num- 
ber of places, one of the most impor- 
tant studies being conducted by Dr. 
Vernon K. Wright of Houston, at the 
Baylor Medical Center, who has given 
doses up to 4,000 and 5,000 milligrams 
a day. Certain patients do require 
doses in that range, although there is 
a greater tendency to produce organic 





confusion with large doses. At Long- 
view, the maximum dose used is about 
2,000 milligrams, and if larger, pa- 
tients are put into the medical and 
surgical wards for closer and more con- 
tinuous observation. Dr. Campbell of 
Washington spoke of a patient who 
received 3,000 milligrams a day and 
became tractable, but did not lose her 
delusions. She reverted on a lesser 
dose. 

Reducing the frequency of doses, it 
was suggested, might solve some of the 
problems of ward administration. Dr. 
Pollack said that in long term cases, 
with small dosages, one dose a day was 
sufficient, but for larger amounts, 
twice a day was necessary. Dr. Gysin 
had tried twice a day doses of chlor- 
promazine to lighten the load of the 
nurses, but the patients did not do so 
well, and they reverted to a thrice 
daily dose. With reserpine, said Dr. 
Goldman, since there is a cumulative 
effect, medication once or twice a day 
is frequently quite therapeutically ef- 
fective. 

Dr. Jones of Virginia raised the 
question of side effects. He had a pa- 
tient with marked agranulocytosis. Al- 
though it occurs rarely, should every 
patient taking the drug have a blood 
count every week? This would raise 
quite an administrative problem. 

Dr. Goldman said that agranulocy- 
tosis occurs only with chlorpromazine. 
It occurred in four of his patients; one 
who had had a lymphosarcoma died. 
A study to be published in the October 
issue of the Archives of Internal Medi- 
cine outlines the kind of treatment to 


chlorpromazine 





It consists of intensive anti- 


be used. 
biotic therapy to prevent the infec- 
tions to which patients with agranulo- 
cytosis are subject, and the use of 
ACTH in fairly large doses to stimu- 
late bone marrow. With this treat- 
ment it is not such a threatening con- 
dition, although it is important to rec- 
ognize it early. This emphasizes the 
need for doctors who are more medi- 
cally oriented than many psychiatrists 
are at the present time. Dr. Gold- 
man said he has found that this com- 
plication was practically limited to 
women, but Dr. Jones said that his pa- 
tient was a man. 

Dr. Brown said that he had two cases 
of agranulocytosis, both of whom died. 
Both were women, one 62 and the 
other about 57. The earliest symp- 
toms were glossy throat, fever and 
lassitude; they were given massive 
blood transfusions, and antibiotics. 
They were not however given ACTH 
or cortisone. 

Dr. Goldman said that in all ill- 
nesses aS pernicious anemia, 
agranulocytosis, and so on, blood 
transfusions suppress bone marrow ac- 
tivity. The condition apparently oc- 
curs only in patients who are getting 
at least 400 milligrams a day. He does 
not do blood counts, although he does 
watch his patients closely during the 
first six weeks, particularly the wom- 
en, and all other patients on fairly 
large doses. 


such 


Knowledge of Effects Developing 


A question was asked about the pe- 
riod of sleepiness which follows with 
both chlorpromazine and _ reserpine. 
Dr. Goldman said he considered this 
of no importance. He thinks it will 
still be a number of years before we 
have learned the very best procedure 
for handling patients after drug treat- 
ment. We are, however, in the proc- 
ess of developing this knowledge. He 
spoke of the other side effects to be 
expected from the use of the new 
drugs, of which Parkinsonism was the 
If this was carefully 
managed, however, it should not be 
too difficult. Reserpine can produce 
certain cardiovascular effects, but any 
reasonably competent clinician can 
handle these by adjusting dosages and 
giving other drugs. 


most serious. 


The agranulocy- 


tosis from chlorpromazine was found 
predominantly in middle-aged women; 
they have found no cases among chil- 
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dren or patients over seventy. This 
latter might be because old people 
have been given lesser doses of this 
fairly potent drug. They had been 
given up to 900 milligrams a day of 
Frenquel, however, with no appreci- 
able side effects. 

Dr. Haffron asked whether chlor- 
promazine could be put up in span- 
sules for the smaller maintenance 
doses of 50 to 150 milligrams a day. 
This would help solve the problem 
of dispensing the medication b.i.d. or 
t.id. Dr. Goldman said he thought 
that the biggest dose to be put out in 
a spansule would be 100 milligrams. 
It was not yet available, he thought, 
but was under consideration. 

The fact that many patients threw 
away their pills instead of swallowing 
them was mentioned by several dis- 
cussants. This would introduce a var- 
iable into the results, if you could not 
be sure who got the medication. It 
was said that this difficulty could be 
partially solved by enthusiastic and 
conscientious ward personnel. Dr. 
Haffron said that possibly others be- 
side himself had had the unhappy 
experience of having a patient, after 
the ward personnel had reported medi- 
cation actually placed in his mouth, 
accumulate an almost lethal dose of a 
barbiturate and later take it at one 
gulp. 

He also raised the question of the 
selection of patients, asking if we had 
yet reached the stage of being able to 
apply reliable criteria. He recalled 
that initially metrazol had been used 
only for schizophrenics, but later it 
developed that the indications were 
better in a depression than in schizo- 
phrenia. Many hospital physicians 
have had the experience of being pres- 
sured by relatives to use chlorproma- 
zine where it did not seem to be indi- 
cated. To hold off relatives, he would 
say “If you will buy it, we will give 
it,” being sure that they would not do 
so. But they always obtained the 
money somehow, and so it was used 
on passive, withdrawn schizophrenics 
where presumably it was not indi- 
cated. Some rather startling results 
occurred. 

The drug is certainly not a pana- 
cea for all mental illness, said Dr. Pol- 
lack. Our expectations as to its ef- 
fects vary according to the type of pa- 
tient. Many physicians in private 
practice say these drugs are just a flash 


in the pan, yet when they see the re- 
sults obtained in a hospital with care- 
fully: selected patients, they want to 
use them indiscriminately on their 
own patients. 

Dr. Lieberman said that we should 
be cautious in ascribing all dramatic 
improvements to the use of the tran- 
quilizing drugs alone. Many un- 
known factors, such as changes in at- 
titude on the part of staff members, 
undoubtedly enter in. At Agnews 
State Hospital a control group was 
established and nobody treating the 
patients knew who the controls were. 
The study showed great improvement 
in both groups—those who had re- 














































This plant, Rauwolfia serpentina 
ancient India for epilepsy, in: 
Reserpine was isolated from the 
smooth-leafed shrub which bears 



















ceived chlorpromazine and those who 
had received placeboes. After the ex- 
periment was completed various clini- 
cians, psychiatrists and psychologists 
endeavored to name those patients 
who had been on chlorpromazine. 
They were 58% right. 

In Illinois a small double-blind 
study was also carried out on a small 
group of patients. The final con- 
clusions cannot yet be drawn, but ten- 
tative conclusions indicate that it is 
quite possible to reduce the amount 
of chlorpromazine and reserpine and 
still obtain the same therapeutic re- 
sults. The use of tranquilizing drugs 
for so many patients in so many hos- 
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a variety of other diseases. In 1952 
*pering, snake-like roots of this small, 
pink flowers. 


pitals leads to the need for better 
teaching of the basic therapeutic tech- 
niques so that everybody can partici- 
pate in the program, whether with a 
simple or an advanced skill. The en- 
thusiasm of the employees should be 
utilized and channelled into activities 
which are helpful to the patients. Not 
only the relatives get hopeful for the 
patients’ recovery (and incidentally 
more people are coming into the hos- 
pital, said Dr. Pollack, because they 
are beginning to think of it as a medi- 
cal instead of a custodial institution) , 
but certainly the nurses and attend- 
ants will feel that they are accomplish- 
ing something. They are therapists— 
they are helping the patient. They 
are not just cleaning, feeding and so 
on. Miss Ogilvie said that it pointed 
up the need for more qualified nurses 
in the hospitals, if only because of the 
need for more in-service education for 
the non-professional people who are 
working on the wards where the new 
drugs are being given. This can only 
be done as it should be done under 
good supervision by nurses working 
in the team approach and with con- 
sistent teaching of the non-professional 
personnel. Neither nurses nor at- 
tendants must be turned into pill 
pushers who do nothing else but give 
medicine to the patients. These nurses 
can watch for the complications, es- 
pecially acute appendicitis, bowel ob- 
struction and so on, which may be 
masked by the use of the drugs. Some 
patients on chlorpromazine become 
very constipated. There are more fe- 
cal impactions than before; in one 
case, the bowel was perforated by giv- 
ing an enema. This was not attribut- 
able directly to the drug, of course, but 
in a sense it was almost a direct result 
of its use. We must again improve our 
medical knowledge, from the doctors 
and nurses down to the attendants. 
Dr. Hasselbacher raised the question 
of chronic schizophrenics who had not 
held or maintained their improve- 
ment, and relapsed very quickly when 
taken off the drug. What about send- 
ing such patients home? Should they 
go with prescriptions to take the drug 
at home under the supervision of a 
clinic or their local physician, or 
should we endeavor to have patients 
drug-free by the time they leave the 
hospital? If we know a patient to be 
assaultive without the medication, but 
fairly docile and acceptable at home 


under the medication, we must ask if 
he will continue to take it once he 
leaves the hospital. 

Dr. Goldman said he thought the 
best answer was to continue treatment 
indefinitely just as you would continue 
insulin for a diabetic or Vitamin B!? 
or liver extract for pernicious anemia, 
anti-convulsants in epilepsy and so on. 
In sending patients home we should 
be careful to try to develop judgment 
as to how soon it is safe to discontinue 
and how much medication must be 
continued. 


Outpatient Treatment 


Dr. Pollack said that at present they 
have 250 patients being treated with 
drugs outside the hospital, most of 
whom had been inpatients. Some had 
applied for voluntary admission, but 
it was felt they could be better treated 
at home. Others were patients who 
had not been treated with the drugs 
in the hospital, but who after dis- 
charge had had symptoms of relapse 
and so were put on the drug. His 
normal return rate from convalescent 
care is between 30 and 35% without 
treatment; of the treated group, only 
5% of the first 150 that he analyzed 
had returned. Only 7% of another 
group of 250 have returned and this 
shows that there is a marked advan- 
tage in the treatment of patients after 
they leave. These patients may have 
to be treated forever, but this is a 
small price to pay for keeping them 
well and out of the hospital. 

Dr. O’Donnell said it was extraor- 
dinary how one was always asked the 
question “How many patients are you 
getting out of the hospital?” Yet we 
all know that in all types of disease 
there are cases which will remain 
chronic in spite of everything we do. 
All the stress is put on how many pa- 
tients may go out and very little con- 
sideration is given to how much com- 
fort can be given to those who will 
never get well; the budget people 
never seem to be interested in whether 
or not the new drugs or the shock 
treatment will make life more pleas- 
ant and more livable for those pa- 
tients who will have to remain in the 
hospital for the rest of their days. 

Dr. Gysin said that every possible 
means should be used to get money for 
this new program; it would even be 
justifiable to stop other valuable pro- 
grams and projects if you must to get 
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over the hump, so that every patient 
who could benefit can continue to re- 
ceive medication. 


Dr. Goldman agreed that our en- 
thusiasm was based on pretty objec- 
tive concepts. He believes that the 
new drugs are as big or even a big- 
ger advance than insulin or electric 
shock. Yet those people who were hor- 
rified at electroshock are now unwill- 
ing to give it up to use drugs! 

Dr. Adams asked whether, since the 
general feeling is that there is ulti- 
mately going to be a reduction in hos- 
pital population, anyone has at- 
tempted to establish a base line from 
which the law of diminishing returns 
might operate to our disadvantage? 
In one sense, he said, we are talking 
out of both sides of our mouth. We 
want more money; we want more capi- 
tal outlay; we want more staff—but we 
expect a reduced population. 


Have we any experience to enable 
us to say how far we can hope to re- 
duce the hospital population? Dr. 
Goldman said that answering that 
question would be essentially pitting 
human beings versus dollars. It is not 
too much to spend millions of dollars 
to save human lives and to make hu- 
man lives more effective, when we al- 
ready spend billions for the potential 
capacity to kill. However, the prac- 
tical answer is something like this: 
for five or ten years we are not going 
to change the fundamental quantita- 
tive aspects of the problem much, be- 
cause it will take that long to develop 
enough clinical understanding and 
experience of the usefulness and the 
nature of these drugs and their reac- 
tions and all the things that go with 
them. This means that we will need 
rehabilitation, social service and ac- 
tivities in increased measure—every- 
thing we know of that can be added 
to the drugs to make them effective. 
We do not know what will happen 
when we are no longer treating psy- 
chotics with the residual of ten, fifteen 
or twenty years hospitalization. Nor 
has any legislator, any Governor or 
anyone else a right to ask this ques- 
tion, because the real problem is that 
we do not have the right to put dollars 
against human beings. 

Dr. Bush pointed out that the main 
theme of this Institute was the free- 
dom of patients. Certainly the use of 
these drugs has enhanced this pro- 
gram of freedom. We need both 
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drugs and personnel to get patients 
out of the hospital more quickly; con- 
sequently, while the cost per day may 
increase, the cost per patient illness 
will decrease. This is certainly true 
with the use of the drugs. Therefore, 
more money for personnel and more 
money for drugs will ultimately re- 
sult in a saving to the taxpayer. 


Architectural Plans Affected 


There are some practical aspects 
regarding the architectural designs 
of new buildings which will certainly 
result from the use of these drugs, 
and of other drugs not yet discovered, 
if they continue to prove out as we 
think they will, he continued. There 
will be need for fewer detention 
rooms—indeed the need:for any at all 
may be practically eliminated. There 
will be need for more activity rooms, 
more recreational and occupational 
therapy facilities; there will be need 
for less areas for electroshock and for 
more outpatient and day care facili- 
ties. 

Most people believe that psycho- 
therapy must be continued with the 
use of the tranquilizing drugs, said 
Dr. Campbell. However, with a very 
limited staff, he sends out a great 
number of patients who have not had 
any opportunity to experience psy- 
chotherapy and they seem to get along 
all right. Dr. Goldman agreed that it 
was difficult to evaluate psychother- 
apy, or any other kind of readaptation 
work, which may be a better general 
term. Patients who have been ad- 
mitted only recently have not lost all 
the elements of social and industrial 
adaptation. Once they get well they 
can quickly pick up the threads again. 
The hole that was left in society by 
extracting them and putting them 
into the hospital has not yet been 
overgrown by weeds or filled in. But 
when patients have been in the hos- 
pital for five, ten or fifteen years, and 
yet reach the point where they can be 
rehabilitated, it is going to take a 
great deal of activity by a great many 
people to make the patient himself 
capable of readapting usefully to so- 
ciety. 

Psychotherapy is not the formal 
matter of what happens between the 
doctor and patient in a face to face 
relationship; it includes much that is 
indefinable and will be required more 
by those who have lost their relation- 


ship to society than by those whose 
illness is of more recent origin. With 
such long term patients, we must first 
treat the illness and then rehabilitate 
the patient. That is the technique 
which is now in the process of de- 
velopment. 


Dr. Goldman called upon Mr. Mike 
Gorman to speak briefly on the ques- 
tion of the budget in relation to the 
new drugs. 

Mr. Gorman said it wasn’t diff- 
cult to go to a Legislature which was 
already cognizant of the public pres- 
sure for these new drugs. They would 
certainly ask “‘How many people will 
you get out? Will you reduce your 
patient population? Can you cut your 
capital construction?” These ques- 
tions were academic and fairly non- 
psychiatric. 

What is needed is a real, solid, 
statistical and financial evaluation, 
instead of the usual testimonial. It 
is right and incumbent on a public 
body which is spending public money 
to ask these questions, and they have 
a right to clear answers, not obfusca- 
tions and controversies. They are not 
simple questions to answer. We can- 
not say tomorrow that some such an- 
swers can be given. But we must try 
to establish norms and standards, to 
show that we realize our responsibil- 
ity to the taxpayer. We cannot make 
false promises. We cannot say that 
we will reduce our population by one 
thousand or some such figure. But 
we can say that we hope to do this 
within five or ten years, and that here 
is our broad experience so far to sup- 
port these hopes., 


This year we have managed to per- 
suade the Senate to set up a special 
chemotherapeutic panel through the 
National Institute of Mental Health. 
This panel is to select ten or twelve 
of the larger hospitals and establish 
controls and standards—tough, statis- 
tical and _ biostatistical standards. 
This work is to go on for a year or 
two, and will be in a sense an epi- 
demiological study in depth, rather 
like the studies of Malzberg in New 
York State—the kind of thing that you 
can look at and not groan after the 
first two pages. Since 96% of our 
burden is a tax one, and we have to 
meet annually with budget directors, 
those people have a right to be a little 
surly if we cannot give them the fig- 
ures they justly request. 
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CHILD PSYCHIATRY: Community Aspects 


Chairman: G. Wilse Robinson Jr., M.D., Mo. 
Discussion Leader: Exie E. Welsch, M.D., N. Y. 


Presentation: 


Out of 1280 out-patient psychiatric 
clinics in the country, 294 or nearly 
23% of them are connected with state 
hospitals. In discussing out-patient 
clinics which see children, we should 
keep in mind the question of the use- 
‘ulness this community facility has 
to the state hospital. How is the 
clinic helpful to the hospital and what 
problems does it raise? 

A community child _ psychiatric 
clinic is responsible for giving service 
to disturbed children in the commu- 
nity, and secondly for utilizing all the 
resources in the community to help 
this child to healthy growth and de- 
velopment. From a service standpoint, 
there are four generally accepted areas 
of service: a diagnostic service which 
carries out a psychiatric study to deter- 
mine both the nature of the child’s 
problems and their etiology; the de- 
velopment of a treatment plan for 
the child, which may include treat- 
ment within the clinic for the child 
and his parents, as well as the use of 
other resources, if indicated, such 
as the school, the existing recreational 
and social service agencies and the 
hospitals; a consultation service to 
the community so that people like 
teachers, judges, nurses, social work- 
ers, and physicians can come for con- 
sultation regarding individual chil- 
dren; and finally mental health educa- 
tion to community groups such as 
government agencies and _ legislative 
bodies in the locality. 

A child psychiatric clinic may also 
offer training for other personnel and 
may have research projects which it is 
fostering. 


Responsibilities of Clinics & Hospital 


There are many practical questions 
relating to any children’s psychiatric 
clinic—staffing, administration respon- 
sibility, number of clinic teams per 


hundred thousand population and so 
on. 

If, however, this clinic takes the 
responsibility for a diagnostic evalua- 
tion and the development of a treat- 
ment plan, what are the mutual 
responsibilities of the clinic and the 
mental hospital to ensure that refer- 
rals to the hospital are appropriate? 
Such a referral means good use of 
mental hospital resources from the 
standpoint of the community and is an 
important function. 

Where do the clinical responsi- 
bilities lie once it has been decided 
that hospitalization is required? Who 
works with the child and the parents 
during the waiting period? What 
kind of service should be provided 
for the family during this period? 

During the child’s hospitalization, 
what are the hospital’s responsibilities 
for the continuing supportive help of 
the parents? How much of this rests 
with the hospital doctor and the hos- 
pital social worker? How much of it 
should and could be a coordinated 
effort with the community clinic? 


Preparation for Discharge 


When the child is ready for dis- 
charge what preparations can be made 
by the hospital to prepare the family 
and the community for his return? 
The child is going back to school, to 
his church group, his recreational 
group, his friends. Is this preparation 
solely the hospital’s responsibility? 
Or can it be done in collaboration 
with all community resources? 

Then during the third period, while 
the child is convalescent, who has 
the responsibility for his periodic 
psychiatric evaluation and who works 
with the parents? How do you bring 
in the other community resources to 
integrate the child back into his 
school, his church group and _ his 
friends? 


Discussion: 

Participants: J. O. Cromwell, M.D., 
Idaho; Robert S. Garber, M.D., N. J.; 
R. A. Jensen, M.D., Minn.; Maurice 
W. Laufer, M.D., R. I.; Harold L. 
McPheeters, M.D., Ky.; Donald F. 
Moore, M.D., Ind.; Norman C. Mor- 
gan, M.D., Pa.; G. W. O’Brien, M.D., 
Calif.; Elsie Ogilvie, R.N., D. C.; 
Hon. Harry Shapiro, Pa.; Mrs. R. R. 
Tamargo, N. Y.; Mesrop A. Taru- 
mianz, M.D., Del.; Mrs. Julia Thomas, 
D. C.; Jack Wolford, M.D., Pa. 


Dr. Tarumianz opened the discus- 
sion by saying that after operating a 
Mental Hygiene Clinic with a full- | 
time staff of psychiatrists, psycholo- 
gists and social workers for a number 
of years, he felt that merely having a 
clinic to treat children and parents 
once or twice a week was inadequate. 
Facilities were needed for the in- 
patient care of children and so the 
Governor Bacon Health Center for 
maladjusted, pre-psychotic and early 
psychotic children was established. 
The Health Center does not take 
delinquent, feeble-minded or defec- 
tive children but the Mental Health 
Clinic examines, diagnoses and ‘rec- 
ommends treatment for children 
who come before the Family Court 
and before juvenile courts. Recently, 
a city community child guidance 
clinic was added to the resources avail- 
able in Delaware. 

Dr. Jensen of Minnesota mentioned 
the function of the child clinic in de- 
fining the unmet needs of children in 
the community—for instance, the child 
with a learning disability. Clinics 
throughout the country have been 
instrumental in helping to define this 
need, which is often the result of a 
serious emotional disorder in the 
child. Then, too, the clinic helps 
shape community attitudes toward 
the problems of deviant behavior. 

Whereas in the past the community 
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clinic has been predominantly identi- 
fied with other than medical resources 
or agencies, the increasing trend to- 
ward aligning the guidance clinic with 
child psychiatry and with the psychi- 
atric hospitals has many advantages. 
Close identification with, or having 
the clinic within the framework of the 
hospital itself increases the effective- 
ness of diagnosis, because physical 
studies are of the utmost importance 
if one is to understand the child's 
problems. 

Once, however, a diagnostic center 
for children has been established, it is 
necessary to face the medical respon- 
sibility for the therapeutic measures 
which may be required, said Dr. 
Welsch. This responsibility, however, 
is not unilateral. Children are the 
responsibility not only of the hospital, 
the clinic and the community as a 
whole, but also of the public, private 
or parochial schools. 

In Delaware, said Dr. Tarumianz, 
the school system has a Department of 
Child Guidance and Mental Health 
Education. It is the responsibility of 
a teacher to notify this department if 
a child seems to need attention. The 
department then makes a preliminary 
examination and gives a_ tentative 
diagnosis, and the child and the 
parents are referred as necessary. It 
such a Mental Hygiene Clinic plays 
only the role of diagnostician, then it 
is valueless. 


Community Personnel Resources 


The Public Health Nurse, said an- 
other participant, can play a very im- 
portant part both in case finding and 
during the interim period between 
diagnosis and treatment. Moreover, 
since in educating nurses in a psy- 
chiatric hospital there is so little 
emphasis placed on community work, 
the hospital clinic can play an impor- 
tant part in educating student nurses, 
and for that matter affiliate graduate 
nurses, in the community aspects of 
psychiatry. 

Another individual who can serve 
a valuable role between clinic and 
community is the school psychologist. 
He should have closer administrative 
ties with the mental health clinic, par- 
ticularly the child guidance clinic. 
We could do a better job in finding 
upset, disturbed children and a better 
job of community work if the psy- 
chologist’s attachment was primarily 
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to the clinics with consultant work in 
the schools, rather than to the Educa- 
tion Department where he gets lost in 
psychometrics and has very little op- 
portunity to do much mental health 
work, said Dr. McPheeters. 

There is a heavy responsibility on 
the staff of the clinic itself to foster 
and develop rich and useful communi- 
cation with other resources in the 
community. If it does not do so, then 
responsible people in the community 
should confer with it about commu- 
nity needs, and strengthen the rela- 
tionship. The clinic that tries to 
integrate itself into the community, 
rather than work in an ivory tower 
is the group which can act as a 
genuine resource for the community 
so that a teacher or a parent can call 
and say “We are troubled about this 
youngster. What can we do about 
him?” 


Disposition of Mentally Ill Child 


Mrs. Tamargo, a member of a men- 
tal hygiene group, objected that while 
most teachers meant well, many of 
them were alarmists, who, if a child 
was caught daydreaming, too quickly 
would say he was mentally sick and 
refer him to a clinic. Dr. Welsch 
replied that this amounts to the 
teacher trying to assuage her own anx- 
iety by saying that a certain child 
needs psychiatric help or treatment. 
This was one excellent reason to de- 
velop a good consultative relation- 
ship between the clinic and others in 
the community. 

The question was raised about 
what to do with a child whose d‘icul- 
ties were too severe for the clinic to 
handle, and where some separation 
from the family and the community 
might promote rehabilitation. Dr. 
Jensen said that he would be most 
reluctant in most cases to have a child 
transferred directly to a mental hos- 
pital unless he displayed the most 
obvious signs of psychotic behavior. 
At his hospital a number of children 
have been admitted who, after a short 
period, have been found not to be 
psychotic and not to be so seriously 
disturbed as was thought at first. 
Some thought should be given to 
effecting some kind of intermediate 
stage between admission to a state 
hospital and the preliminary study 
in the clinic. 

In Pennsylvania, Mr. Shapiro said, 


they are attempting to meet that prob. 
lem by the establishment of classifi 
cation centers. In Philadelphia, repre. 
sentatives of the Board of Education, 
of the Department of Health and 
Welfare and of the city itself are 
joining together to deal with this 
problem on a diagnostic and a theta. 
peutic basis. When the child’s needs 
are determined he will then be 
treated by the classification center, a 
diagnostic treatment center where he 
can best receive the treatment he 
needs. As many diagnostic treat. 
ment centers as are needed will be 
established, so that the child will be 
kept out of a large institution if pos 
sible. 

One of the worst defects of com- 
munity clinics as they exist today is 
that personnel are not _ properly 
trained to operate a child guidance 
diagnostic and treatment center, said 
another participant. There is no usé 
in assigning residents in training @ 
a clinic unless they meet all the neces 
sary requirements and unless they are 
assigned for long enough to make 
sizable contribution and learn so 
thing at the same time. Even the av 
age psychiatrist does not necessari 


do a good job in the education of lay | 


groups, which is a large part _ 
clinic’s responsibilities. 

But Dr. O’Brien said that as a 
cent resident, he had worked in a c 
munity clinic which was a part 
Stockton (Calif.) State Hospi 
screening patients, seeing patients 
treatment as part of the hospital prt 
gram and so on. This training hel 
him understand the problems of 
community as a whole, as well as 
quainting him with the communt 
agencies. These things he would 
have learned without his clinic 
perience. Also it was good for t 
hospital itself, as the community 
came much more aware of the role 
the hospital as a part of the co 
munity rather than as a separate 
aside from the rest of the communi 

Dr. Welsch asked whether hospi 
people saw the clinics as being of u 
to children on the verge of being di 
charged, or who were still on con 
valescent status. Dr. Cromwell de 
scribed an unusual plan of organi 
zation which dealt with this particu 
lar problem. Although he has no- 
actual child psychiatrists he has two- 
experienced psychiatrists on the hos- 
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pital staff who have worked for many 
years with children, also a_psychol- 
ogist very skilled in children’s work. 
Whenever children come as inpatients 
or outpatients, they are assigned to 
this group for evaluation. Thus they 
serve aS a screening team, admitting 
a child if necessary, but always carry- 
ing either adults or children as out- 
patients if it can possibly be done. 
Treatment is provided on either basis, 
however, and provides for individual 
therapy, group psychotherapy, play 
therapy and activities. When the child 
is ready for discharge the hospital has 
a useful working arrangement with 
the Social Work Division of the De- 
partment of Public Assistance, the 
Public Health Nurse and others for 


follow-up care if necessary. Dr. Welsch 
said this was a far better plan than 
simply handling admissions and dis- 
charges of children on the basis of 
who happened to be on duty that day. 

Dr. Moore said that in Indiana a 
mental hygiene class was started for 
the teachers—it was essentially a case 
work study group. These teachers 
spend so much time with children that 
they afford one of the most important 
“screening groups” in the community. 
After some classes, these teachers be- 
gan to feel more confident because 
they knew what the community re- 
sources were, and how best they could 
refer a child with problems. It is not 
necessary to train teachers to be ther- 
apists, but you can let them know 


that there are resources, and how they 
can use them. They feel much more 
comfortable, and much more assured, 
and the children they work with re- 
flect this greater security. 

Dr. Welsch ended the discussion by 
saying there was a great need for more 
specialists in child psychiatry, and 
that there was also need to incorporate 
into all residency training a good 
healthy dose of experience with chil- 
dren with different problems in dif- 
ferent settings. Among administra- 
tive problems discussed, the most im- 
portant one was that a definite team 
should take responsibility for working 
with children in a hospital or in a 
clinic. 


This little girl’s personal problems were too overwhelming to allow her to enjoy a class-room visit to the Zoo. 
Teachers are one of the most important screening groups in the community and need information about psychiatric 
resources and how to use them. (None of the children in this picture have ever been patients in a psychiatric hos- 
pital or clinic.) 








CHILD PSYCHIATRY: Hospital Aspects 


Discussion Leader: 


Presentation: 


I would like to focus our discussion 
around certain areas which are chal- 
lenges and problems in a psychiatric 
service for children. 

First we must remember that child 
patients in a psychiatric hospital are 
still kids. As a rule the hospital was 
originally designed for some other 
purpose, and you know what it means 
to put any kids into something that 
wasn't designed for them originally. 

Next, children have a wide variety 
of tasks still unfinished and still to 
fulfill, as contrasted to the supposedly 
fully developed adults. You can never 
forget that some of the educational 
and developmental tasks of growth 
still need to be protected; your service 
is designed to give them psychiatric 
help but you must also give them 
the vitamins of educational stimula- 
tion, and this is a terribly complex 
problem. For instance you must con- 
sider age range and compatibility; 
styles of activity and designs of lay- 
out are not equally suitable say for 
adolescents and three-year olds. 

Next comes the problem of activi- 
ties. Even if all the children do not 
always show hyper-aggressiveness, 
temper tantrums, extreme restlessness 
and destructiveness, some of these will 
show up during treatment. Moreover 
even normal children need a much 
higher rate of activity-program expo- 
sure than do adults. 

How then can you expose these chil- 
dren to all varieties of activity, from 
quiet games to active participation? 
In spite of the fact that you are treat- 
ing them for psychosis you cannot 
hope that a specialist looking at them 
for half an hour every other day can 
take care of any but the specific ther- 
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Chairman: 


apy problems. And they need things 
around them to hang on to, to manip- 
ulate and to construct, just as do ordi- 
nary children in school. 

Then there is the learning process. 
What happens to their cognitive func- 
tions while they are in hospital? Even 
though the child’s major disturbances 
may be emotional, most of such chil- 
dren are also afflicted with a wide 
variety of learning disturbances. Even 
if they are not, you cannot stop for 
a lengthy period that part of their 
lives which the school would take care 
of. You must devise means by which 
intellectual hunger can be fed and 
learning apathy counteracted; all the 
children must continue to be exposed 
to learning potentials. 


Relationship Needs 


There is the importance, too, of in- 
dividual adult relationships. Even 
sick children need some peculiar re- 
lationship to individual adults. How 
can we select from a large number of 
people with whom the chiidren will 
be in touch the kind of adult roles 
and relationships they need? 

Most of the children are badly con- 
fused, yet we expose them to an ad- 
ministrative setting and to a large 
number of strange people. It takes a 
good paranoid delinquent to point 
out to you where the unexplored 
complications exist in your structure! 
This raises the question of how to 
devise a design so consistent in struc- 
ture that even confused children can 
grasp the basic meaning of the role 
distribution. There must be a con- 
certed effort to help them do this. 

Next comes consideration of the 
fact that these children came from 
and will go back to their own parents 


G. Wilse Robinson, Jr., M.D., Mo. 
Fritz Redl, Ph. D., Maryland 


or guardians so that your contact with 
the existing parent figures is a ter 
rific responsibility. The hospital has 
an obligation to deal with the parents 
and their feelings, to help the parents 
and the foster parents, or whoever 
later on fulfills that role for the child. 
to pick up where restored abilities 
of making relationships have been 
produced. You have therefore quite 
an out-patient function with the mar- 
ginal personnel in the child’s life, 
whether this was considered in your 
budget or not. 

Child patients will produce a lot 
of behavior which needs to be 
limited. So we have the task of find 
ing clear-cut criteria for setting limits 
—where these limits should be and 
how we should set them. This task 
is as important as it is in the eduw 
tion of normal children. How to set 
these limits wisely and hygienically 
is a problem for all your staff. What 
forms of limitation of extreme be 
havior can be devised which are not 
dangerous and are even supportive? 


The Child As a Patient 


Now let us reverse the original 
statement, and say that kids in a psy 
chiatric hospital are also patients. The 
hospital is not just an amusement 
park or a punitive institution. It 3 
a place to give well focused treat 
ment to definite forms of disturb 
ance; it means that certain parts of 
the child’s personality are so dis 
turbed that he needs hospitalization. 

The fact that these children are 
patients carries a number of implic® 
tions foreign to the educator of the 
normal child; there are definite needs 
which must be built into the setting 
in which we treat them. Since thes 
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children have certain diseases, they 
are different from normal children; 
the same activities that normal 
children would love, these children 
cannot take. Their taste buds for 
activities may be so underdeveloped 
that a normal neighborhood program 
would be poison for them and would 
produce one over-excited temper-tan- 
trum after another. 


Group Composition Important 


These needs must not only be 
known to the psychiatrists, but must 
be considered in the whole design of 
the children’s ward. Group composi- 
tion, while it cannot always be chosen, 
is important. Who lives with whom in 
a sub-group or an activity group is 
vital; you must know which path- 
ology will travel well with which 
other pathology, and which may be 
poisonous to one another. The as- 
sessment of such factors determines 
who should live in the same dormi- 
tory, work in the same classes and 
play in the same group. 

Still considering the child in his 
patient role, we must realize that im- 
provement within an_ institutional 
setting may not mean the same thing 
as real improvement. We need more 
research to determine when we may 
risk exposure to the non-hospital cli- 
mate and be reasonably safe in assum- 
ing that adjustments can be made. 


Discussion: 


Participants: Richard E. Bartman, 
M.D., Kans.; Daniel Blain, M.D., 
D. C.; Howard T. Fiedler, M.D., Pa.; 
Reynold A. Jensen, M.D., Minn.; 
Granville L. Jones, M.D., Va.; Simon 
Kwalwasser, M.D., N. Y.; Mrs. Elea- 
nor A. Loija, Ky.; Georges H. Lussier, 
M.D., N. J.; Theo K. Miller, M.D., 
Calif.; Mrs. R. R. Tamargo, N. Y.; 
Mesrop A. Tarumianz, M.D., Del.; 
Mr. Wilbur Taylor, D. C.; Isaac N. 
Wolfson, M.D., N. Y. 


Dr. Bartman, from Parsons Train- 
ing School in Kansas, opened the dis- 
cussion by saying that although they 
Operate a school for the mentally de- 
ficient, they found that in order to 
function properly they could best 
work by functioning as a psychiatric 
hospital. Their children are high- 
grade defectives and are not multi- 
handicapped. They were themselves 
struggling with all the problems Dr. 
Redl had listed. Their basic prob- 


lem was defining what the needs of 
the institutionalized child really were, 
and communicating this information 
to the community and the state gov- 
ernment system. 


It was generally agreed that the 
planning of psychiatric services for 
children was of increasing urgency, 
but that before this could be done in- 
telligently, many questions must be 
answered. What group of children is 
to be served by this facility? What is 
a child? What age group do we mean? 
How can we set up a system of evalua- 
tion to ensure proper placement of 
children—psychotics, pre-psychotics, 
mentally deficient, behavior problems 
and so on? Should a child be commit- 
ted to a state hospital or is there a 
better way? Where should this facility 
be placed—as an integral part of an 
existing hospital or as a separate unit? 
If as a separate unit, where should it 
be placed in relation to other state 
units, to large medical centers, or a 
medical school? What kind of per- 
sonnel will be required and how 
many will be needed to provide an 
over-all program that will not only 
meet the child’s therapeutic needs 
but all the other needs he will have 
during his hospital life? 


Factors in Design 


Mr. Taylor said that the matter of 
designing a psychiatric hospital for 
children is something that is going 
to require a great deal of thought 
and attention. Many children’s units 
are located on the upper floors of 
large psychiatric hospitals, and the 
ground floor is used for administra- 
tive offices. It is difficult to handle 
even normal children in an apart- 
ment house, and this amounts to the 
same thing, added another partici- 
pant. 

The most important thing is for 
the architect to know exactly the 
function, size and location of the hos- 
pital, continued Mr. Taylor, and 
everything you are going to do in it. 
Form follows function, he added, and 
when it comes to children’s units, the 
architect should be informed about 
all aspects of the specialized program. 

Dr. Kwalwasser discussed staff ra- 
tios, saying that at Hillside Hospital 
they had twenty-six people taking 
care of nine girls and yet they still 
felt short of help. The patients are 
psychotic girls, from fourteen to six- 


teen. It is more or less a research 
unit. Not only is each girl treated 
individually, but each of the people 
working in the unit—even the maids 
and the stenographers, sit in every 
day at a staff team conference, so 
that everyone who has any contact 
with any of the girls is a part of that 
team. Although this staff ratio sounds 
enormous, they also carry out a pro- 
gram for the parents. One of the 
criteria for admission was that par- 
ents should also be treated. A re- 
habilitation and follow-up outpatient 
service has been established to take 
care of the girl after she leaves the 
hospital. 

Mrs. Tamargo made the point that 
in the average home there is the 
father, the mother and frequently a 
full-time and a part-time maid, all of 
whom help to take care of one or two 
children. 

Dr. Redl said he knew of a situa- 
tion where it took six people to give 
a patient insulin shock. Since you 
must have six people or you can’t 
complete the treatment, you accept 
this as a clinical reality; the psycho- 
logical realities are just as unrelent- 
ing as the physical ones. When 
mother and father and school teacher 
have failed, why pretend that the 
hospital can do the job with insuff- 
cient staff? 

Dr. Tarumianz said that if you di- 
vided the twenty-six employees by 
three shifts, and took into considera- 
tion vacations and sick leave, it was 
not as expensive as it sounded. At 
the Governor Bacon center he has 250 
employees for about 300 patients, and 
that is not a private organization. 


Determining Staff Roles 


Before there can be any realistic dis- 
cussion about program there must be 
discussion of staff, staff roles, staff 
training and staff turnover. Disturbed 
youngsters are inordinately sensitive 
to moods and dispositions of others. 
Therefore people who really know 
how to look after children must be 
sought. This cannot be judged en- 
tirely by diplomas. 

Dr. Jones asked how you could pro- 
vide parent substitutes for children in 
an institution. One school of thought 
said that you should use a cottage sys- 
tem staffed by a kind and loving cou- 
ple who would be foster parents, so to 
speak, for fifteen to thirty children. 
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“I don’t know that I would want any- 
one who had such neurotic needs to 
do a job like that!” he said. 

The alternative was to fit staff in to 
the eight-hour day, forty-hour week 


system and have a rotation of people. 
But this did not leave much time for 
personnel to form the needed emo- 


tional ties so that the child had a 
parent surrogate always available. 

Dr. Tarumianz said that he had 
found the cottage system, with eight 
to ten children in each worked well. 
The house mother worked only a 
forty-hour week, but she worked so 
many days and then went off for so 
many days. If a husband and wife 
were working, the same arrangement 
applied. If you have a chief 
counsellor and an assistant and many 
associates who are able to train these 
people, it works well. They are care- 
fully educated to establish themselves 
as fathers and mothers. 

However, it was said, not all per- 
sonnel properly fall into the cate- 
gory of parent surrogates. Not every- 
body in the institution is supposed 
to be a parent substitute. Nor are 
they in the community. A teacher is 
not a parent substitute. At home the 
children have people in their lives 
who perform a variety of functions. 
The children, especially the older 
adolescent, may need somebody in 


also 


the function of a child-minded group 
leader. Or certain parts of the par- 
ent relationship may be supplied in 
the institution, while other parts of 
it may still remain intact with the 
remaining parents on the other side, 
and may be cultivated. In other 
words we do not always have to sub- 
stitute for the whole relationship. 

Another personnel problem is that 
of turnover, Rapid turnover of staff 
is very upsetting to children. They 
begin to make some sort of relation- 
ship and suddenly the person goes. 
Anna Freud found this out during 
the war when she was working with 
displaced children. 


Specific Training a Solution 


Dr. Red! said that training people 
for the specific functions and moti- 
vating them to work within residen- 
tial children’s units is probably the 
long range answer to the turnover in 
personnel. If we can continue to in- 
crease the number of parents’ clinics, 
and increase the challenge to use resi- 
dential therapy, perhaps we can also 
make a concerted effort towards moti- 
vating the right kind of people to get 
into this area, and help them get the 
kind of training they will really need. 
What can we do to make people wish 
to enter this field with more aware- 
ness of the problems of children, so 


Not all staff members working with 
children have to be parent-substi. 
tutes. Children may need somebody 
in the function of a child-minded 
group leader. Staff turnover, how. 
ever, can be damaging, but if a good 
team can be worked up and kept, 
perhaps the question of parent sub. 
stitutes is not so important. 


that you do not have to take people 
from other disciplines and give them 
on-the-job training before you can 
begin? 

Dr. Wolfson wondered if we should 
try to create an entirely artificial at- 
mosphere in a children’s unit? After 
all, he said, we are teaching them to 
live. None of us are perfect. We have 
our bad days and our good days. Per- 
haps we should accept these realities 
rather than try to create artificial 
means of removing them which is 
nearly impossible. 

In his school he has 3100 children 
and 400 employees around the clock. 
Therapy is primitive. Most attend- 
ants were untrained when they came. 
Some of the children have behavior 
problems, others are neurotic and dis- 
turbed and rejected by their parents. 
Many have been in seven or eight 
foster homes before landing in the 
hospital as rather sick children. Yet 
it is amazing to see how these children 
do grow up, get out into the com 
munity and make a pretty good adjust 
ment. A small follow-up eight years 
after discharge has showed amazingly 
good adjustments. In our research 
work therefore, we should consider 
what are the innate potentialities and 
thresholds of the child. 

Dr. Red! agreed that we should not 
get over-fancy, since children do have 
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to learn to meet reality. As researchers 
we should perhaps distinguish be- 
tween what is absolutely essential 
for research and what we need not 
do if we are working in treatment 
and not research. Yet, in a surgical 
operation we certainly want bacteria 
kept out, although later on the patient 
will be able to fight them without 
getting sick. Some of our children 
in the process of treatment have a 
higher vulnerability. And our de- 
mands for psychological hygiene and 
programming is of that nature, though 
of course nothing is easier for clinical- 
ly minded people than to retain an 
overprotective and sickness-cultivat- 
ing atmosphere, forgetting that after 
a certain point the individual must 
be exposed to reasonable risks and 
challenges. 


Children in Adult Wards 


Mrs. Loija raised the question of 
caring for sick children in adult 
wards. Her experience was that the 
children seemed to improve especially 
in their ability to get along with 
people in the hospital. One young 
girl who had been in the hospital 
for ten years—since she was six—was 
transferred to an adult ward. She dete- 
riorated and had to have maintenance 
electric shock; everyone got concerned 
about her. Everybody in the hospital 
made plans and tried to understand 
what her needs were. At that time 
she was on the female disturbed ward. 
Next she was transferred to a privi- 
leged ward of old ladies, and was the 
darling of the group. She was put on 
full privileges and had a job in the 
laundry. She took part in the dances 
and other recreation. Next they 
planned for her to visit a family on 
weekends, and before very long, she 
will probably be out in the commu- 
nity all the time. All of this was done 
without special facilities. 

Dr. Fiedler however, thought that 
tt was a dangerous policy to have 
children on adult wards. They tease 
the adults, producing in them many 
of their own aggressive attitudes, Al- 
ternatively both nurses and patients 
make pets of the children and the 
Personnel look after them at the ex- 
pense of other patients. He thought 
that children’s units should be re- 
moved from a state hospital setting 
and set up as single units in an urban 
area near medical schools and training 


centers so that adequate residential 
and supervisory staff was available 
in addition to ordinary personnel. 

Dr. Lussier thought that such a unit 
should be small. Children need a 
personal touch that cannot be pro- 
duced in an institution taking hun- 
dreds of patients. Psychiatry today 
placed childhood from five to twelve 
years old, and this would be a proper 
age range for such a unit. 

At the Brisbane School, they carried 
both psychotics and behavior prob- 
lems, but found this unsatisfactory. 
The little autistic children need so 
much attention that the behavior 
problems were forgotten; these chil- 
dren felt rejected and of course acted 
out. 

If you have a children’s unit, and 
have no adults to worry about then 
your program is going to be entirely 
geared to the children. 

Dr. Redl summed up by saying 
that while we should not be too 
“either/or” we must remember that 
children are different in size, in needs, 
in types of pathology and program 
needs, not only from adults, but from 
one another, depending on age groups 
and pathologies. We do need far 
more communication before we can 
get together and compare notes con- 
structively. More information is need- 
ed on specific details. The controversy 
about children on adult wards showed 
that in one situation, the children 
actually benefited, while another 
speaker showed that sometimes, if 
youngsters are simply thrown into a 
large unstructured situation or an 
adult ward, this could be quite wrong. 
What are the criteria we should use 
to decide this matter? 


Clear Communication & 
Interpretation 


An important task is to look to 
other people for better and more 
effective community interpretation, 
not only about the function of the 
children’s units within a psychiatric 
hospital, but also to “decontaminate” 
a children’s service, so that you don’t 
hesitate to send a child there because 
it is a mental hospital. There must 
be a clearer specific picture of the 
types of facilities we should try to 
develop and a clearer interpretation 
to the public. Much better commu- 
nication between ourselves and the 
community is needed to carry out 
these tasks. 





Hospital 
Saves 


$11,028 


One typical mental hospital saved $11,024 
in 1955 by switching from single-strength 
orange and grapefruit juices to Bombay. 
Yet nutritional and taste standards were 
strengthened at the same time. Bombay 
California Valencia Orange and Grape- 
fruit Bases made the big difference. Cost 
is only .0037¢ per ounce, reconstituted 
grapefruit and only .0039¢ per ounce, 
reconstituted orange. 


Assays Reveal High Nutrition 


Modern laboratory-control has come to 
the aid of modern budget-control. In- 
season and out-of-season, Bombay’s nutri- 
tional standards are constant. Each 4- 
ounce serving of Bombay provides more 
than the minimum daily adult Vitamin-C 
requirement. January assay reveals 46 
milligrams of Vitamin C in 4-Ounce 
serving of Bombay Orange—24 hours 
after reconstitution. 44 Milligrams of 
Vitamin-C remained in the 4-ounce serv- 
ing of Grapefruit—24 hours after re- 
constitution. And leading state institu- 
tions, hospitals, colleges and industrial 
cafeterias report that Bombay’s flavor is 
much appreciated, both for mealtimes 
and intermediate feeding. 


Ease of Handling 


Bombay Orange and Grapefruit give you 
these luscious fruits in their most de- 
lectable, most practical form. Canned 
base does not require refrigeration. Each 
can lined with citrus enamel liner—no 
contact with tin, no tinny taste. Packed 
6 No. 10 cans to the case. Samples for 
testing gladly sent—without obligation of 
any kind. Write direct to the packer: The 
H. R. Nicholson Co., Kenshaw and Oak- 
leaf Avenues, Baltimore 15, Md. 


BOMBAY 


California Valencia 
Orange and 
Grapefruit Bases 


THE H. R. NICHOLSON CO. 
Kenshaw & Oakleaf Aves. 
Baltimore 15, Md. 











Group Session: 


BARRIERS BETWEEN NURSE AND PATIENT 


Discussion Leader: Miss Mary M. Redmond, R.N. 


Presentation: 


There are many new discoveries in 
the field of psychiatry which are re- 
flected in changes in nursing tech- 
niques. The discussion this morning 
should bring out many helpful points 
which those present will want to try 
out when they return to their jobs. 
Perhaps some definite way may be 
found to answer the need for the 
nurse to be closer to the patient. We 
must take time to evaluate, discuss 
and find new ways of overcoming the 
barriers which keep the nurse from 
giving her best and the patient from 
getting what he needs from her. What 
are some of these barriers? What do 
we want most to do for the patients? 
What is the nature of the need the 
patient has for the nurse? What is 
interfering with the patient having 
this need satisfied? 

In managing the administrative de- 
tails necessary in good patient care, 
we should evaluate what is necessary 
and discard what is not. There are 
great differences in the educational 
backgrounds of psychiatric nurses, 
differences in the functions, differ- 
ences in the job descriptions of the 
work. Do nursing routines and stand- 
ards act as barriers? 


Discussion: 


Participants: Ellen Andruzzi, R.N., 
Wash., D. C.; Joseph B. Bounds, M.D., 
Mo.; Esta Carini, R.N., N. Y.; lan L. 
W. Clancey, M.D., Sask., Canada; 
Mary E. Corcoran, R.N., Pa.; Laura A. 
Davidson, R.N., Ohio; Eleanor Daw- 
son, R.N., Ohio; Mr. John V. Gorton, 
N. Y.; Granville L. Jones, M.D., Va.; 
Eleanor A. Loija, R.N., Ky.; Clora I. 
Mattox, R.N., Va.; Norman Morgan, 
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M.D., Pa.; Chaplain M. Nicholson, 
Ohla.; G. W. O’Brien, M.D., Calif.: 
Elsie C. Ogilvie, R.N., Wash., D. C.; 
Leslie Osborn, M.D., Wis.; Lucy D. 
Ozarin, M.D., Wash., D. C.; Julia 
Thompson, R.N., Wash., D. C.; Wm. 
W. Thompson, M.D., Ore.; Evelyn 
White, R.N., Ky. 


Miss Ogilvie said that much of the 
nurse’s time is taken up with adminis- 
trative problems, such as handling the 
patients’ clothing, which might well 
be looked after by a clerk. 

Miss Dawson said at her hospital 
there is such a ward clerk. She added 
that nurses, however, seem loath to 
lose their administrative duties, *be- 
cause they have never been told what 
their other function is. A positive de- 
scription of the psychiatric nurse’s 
duties and functions may be an an- 
swer. 

Dr. Osborn said he felt that the 
doctor is the chief barrier between the 
nurse and the patient. The psychiatric 
nurse properly expects to be a team 
worker but she is handicapped with- 
out a clear outline of her function on 
that team. Physicians in responsible 
positions should set up programs 
utilizing the nurse and giving her 
wider scope to do what he, the phy- 
sician, cannot. He has little or no op- 
portunity to know the patient per- 
sonally so must work through the 
nurse. 

Sometimes barriers are more ap- 
parent than real, said Miss Corcoran. 
What are sometimes considered bar- 
riers are really attitudes. Nurses vary 
in what they like to do. Some like to 
do paper work. Others like to work 
with patients. We must get back to 
the concept of psychiatric nursing— 
the nurse with the patient. Every 


patient should know a nurse to whom 
he can turn when he needs her. If the 
nurse is “too busy”, we must find out 
why. A nurse who wants to be with 
patients will find a way. 

Miss Redmond said that division of 
duties is necessary. Some of the ad- 
ministrative details, which do_per- 
haps lead to better patient care, need 
to be evaluated. 

Dr. Granville Jones (Chairman of 
the American Psychiatric Association 
Committee on Nursing) pointed out 
that there are many other people 
working on the wards who are not 
graduate nurses. There is no adequate 
description of functions. What is 
the nurse? What is the aide—the at- 
tendant—the clerk? Where do the 
housekeeper and the janitor come in? 
Until we have a clear definition of 
the functions of the nurse, we cannot 
solve some of these problems. 

Supervision is a big problem. The 
nurse does have supervisory functions 
which do take her from the patient. 
The graduate nurse wants to be the 
supervisor. She can help other ward 
personnel in developing interpersonal 
relationships. A good supervising 
nurse spends time teaching ward per- 
sonnel how to work with patients, 
by personal example, by teaching 
groups or by both. 

An important aspect of psychiatric 
residencies is to teach young doctors 
to use other people who are eager and 
able to help. It is easier to do psy- 
chotherapy, for instance, than to train 
the nurse to do it. 

Some nurses busy themselves with 
administrative details because they are 
afraid of their own neurotic needs. 
They must be taught to deal with 
these fears. 
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The concept of psychiatric nursing is “the nurse with the patient." Every patient 
should be able to turn to a nurse when he needs her. A nurse who wants to be with 


her patients will find a way. 


Miss Lavonne Frey agreed that 
nurses are sometimes afraid to work 
with patients, afraid to break down 
the barriers. She cited a group of 
eager student nurses who questioned 
the doctor about the care of psycho- 
neurotics. He had mentioned nothing 
about the relationships between 
patient and nurse.» He told them 
that there is nothing the nurse can 
do for the patient. Sometimes the doc- 
tor assumes that he is the only one 
who can provide therapy for the 
patient; thus he cuts off the nurse 
from providing what she can. The 
nurse must feel that she can help the 
emotional needs of the patient, but 
she must operate within a medical 
framework. The doctor’s goal in 
therapy is not always explained. 

Dr. O’Brien said that when he was 
a resident, he set up a treatment team, 
working with nurses and attendants, 
on the acute treatment service. The 
nurses were supervisors and both 
nurses and aides worked with patients. 
Dr. O’Brien’s role was as administra- 
tor and supervisor of the team. Regu- 


lar discussions were held on patients’ 
problems. Understanding their role 
and the patients’ roles, the nurses were 
better able to work as part of a team. 
The program was worked out in de- 
tail so that each individual aide 
worked with a special group of 
patients, supervised by a nurse, un- 
der the direction of the doctor. The 
nurse was both supervisor and thera- 
pist. The weekly discussions of the 
patients’ cases familiarized everyone 
with all of the patients. Such an ap- 
proach, well-worked out, can satisfy 
the nurses’ needs and break down bar- 
riers which are sometimes set by 
patients themselves. 


The Nurse As an Administrator 


Miss Loija spoke of the advisability 
of some administrative responsibility 
being taken over by non-professional 
workers thus leaving professionally 
trained nurses to do clinical work. 

Dr. Jones said that since administra- 
tion is the technique of getting a 
group of people to perform a given 
objective, nurses cannot avoid ad- 


ministrative work. If someone else 
has the responsibility for the ward, 
we will find the nurse in a subordinate 
position. 

Miss White said that in her hospi- 
tal, the nurses’ duties are defined, i.e. 
educational, clinical work or adminis- 
trative, and the nurses find this raises 
their status. The aides are happier, 
too. Everyone has freedom within her 
own domain. It is not necessary to see 
three or four different people about 
some particular question. 

Dr. Morgan said that when the phy- 
sician gets to the administrative level, 
he soon finds out that he is doing 
clinical psychiatry but on a more 
complicated level—because those with 
whom he is working do not consider 
themselves patients! Nurses are the 
same in that when they are adminis- 
trative nurses, they can use their psy- 
chiatric training in helping people 
who are going to work with patients. 

Nurses were being left behind in 
training programs, he continued. 
Some aides know more about the 
latest advances than do the older 
nurses. It is necessary to develop a 
program of intraining of the psychi, 
atric nurse who has not had any 
formal training. 


Mr. Gorton asked that the role of 
supervisor be defined. Whom does she 
supervise? What is her responsibility? 
This is not clearly defined in the psy- 
chiatric field. The young nurse flound- 
ers when she does not get the support 
of the supervisor of nurses and/or the 
doctors; because she does not have a 
clear understanding of what her duties 
are, she falls back on the aides for 
help and support. 

Dr. Bounds asked if the nursing pro- 
fession actually supports the creation 
of barriers between nurses and pa- 
tients? He felt that a philosophy 
which tends to create the nurse edu- 
cator, the nurse supervisor, etc., and 
another group of people as aides to do 
the work on the wards, creates an in- 
surmountable barrier. He would like 
to eliminate some of the many confer- 
ences which seem to create barriers 
between staff nurses and patients. He 
would like to have a nurse stay 
a staff nurse and not always want to go 
up the line to be a nurse administra- 
tor or a nurse educator. He would like 
nurses to let a secretary answer the 
phone and do the clerical work. 

Chaplain Nicholson said that the 
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patients are the first to recognize bar- 
riers because of their keen perception. 
So does the family. In some types of 
organization various levels are nec- 
essary but not in the nursing service. 

It may not be necessary to remove 
administrative responsibility from 
the nurses, Miss Redmond said, but 
it is necessary to remove administra- 
tive detail. 





Many doctors are accustomed to 
work with nurses and to rely upon 
them in a general medical and surgical 
setting, declared Dr. Ozarin. Nurses 
must show doctors what they are capa- 
ble of doing in a psychiatric setting 
where their professional judgment 
should also be heard. 

There is not sufficient time given 
for student nurses to develop the psy- 





the human chair for mental patients... 


To the patient, the Royal Topeka Chair is beautiful, relaxing, perfectly 





normal. From his viewpoint there is nothing about it that might set it 


apart. To you and your staff, it is far more than that, for it was especially 





built to the exacting and rigorous requirements of the Topeka State 


Hospital at Topeka, Kansas — designed for the physical comfort, mental 
ease, dependable safety of your patients. 
ROYAL METAL MANUFACTURING COMPANY, 175 North Michigan 


Avenue, Chicago 1, Illinois. Showrooms and factories from coast to coast. 





METAL 


FURNITURE SINCE '97 


chiatric approach. They do not ae 
quire understanding of the mentally 
ill patient. Some nurses are basically 
afraid of these patients. They feel that 
they have the responsibility for taking 
care of their physical needs, but do not 
understand the therapeutic approach, 
They don’t like to listen to patients 
problems. They cannot project their 
own personalities to meet their pa. 
tients’ needs. After they are trained 
on a particular ward, they have 
marked resistance to working on other 
wards. There is a large turnover of 
voung nurses. This instability re 
flects back on the patients. 


Specialization a Barrier? 


Miss Carini said that she feels that 
an attempt to make psychiatric nurs 
ing a separate specialty may be the 
greatest barrier. The needs of the pa 
tients on all services are the same. 
They are human beings and _ they 
need care. It is a matter of personal 
philosophy. 

Nursing, said another participant, 
has not produced enough qualified 
people; people who are not qualified 
have therefore been put into positions 
of responsibility. Nor is there provi 
sion for parallel advancement. A nurse 
must rise to another job level to re 
ceive more money, rather than receiv: 
ing more money for doing a better job 
in the same category. 

Miss Davidson spoke of the lack of 
understanding between nurses and 
aides. In her own experience, it 
could often be seen that no one 
bothered to tell anyone else why cer 
tain things were done. A good nurse 
spends most of her time out on the 
wards and she can discuss the p# 
tients with the aides and doctors t 
help them to understand the patients. 
There would be better understanding 
if the nurse could interpret and c& 
ordinate; all the workers on the ward 
could take part in treatment if she 
channeled efforts in this way. 

Miss Redmond spoke of a group of 
student nurses who interviewed p* 
tients as to the patients’ needs. The 
patients outlined what they wanted 
the nurse to BE, not what she should 
do. That is what had been done by 
this group. She hoped it would caust 
participants to re-examine theif 
methods and attitudes in order to im 
prove the nursing service. 
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Procurement of Supplies 


For the Patient 


Chairman: Mr. R. Bruce Dunlap, Penna. 


Discussion Leader: Mr. A. C. Yopp, Kansas 


Presentation: 


Most items furnished in a mental 
hospital are intimately and closely re- 
lated to patient care. As treatment 
concepts change, it is important that 
supplies for patients change to meet 
these new concepts. Procurement pro- 
cedures should operate for the benefit 
of the patient and not as unnecessarily 
restrictive practices which may actu- 
ally prevent the acquisition of needed 
supplies and equipment. 

Since most hospitals are tax-sup- 
ported, procedures must be set up in 
accordance with purchasing laws and 
regulations, with respect to competi- 
tive bidding, quantity purchases and 
scheduled buying. 

Some administrators like to utilize 
the knowledge and skills of various 
staff members in formulating purchas- 
ing policies, because the people who 
are responsible for the care of patients 
will tend to place emphasis on the 
needs of the patients in recommending 
equipment and supplies for purchase. 

Time- and labor-saving aspects are 
considered, as well as the acquisition 
cost. The merits of standardization 
should be evaluated in final results 
rather than in acquisition costs alone. 
Minimum and maximum inventories 
can be established and priorities de- 
cided for replacement and additions. 
Once standards and stock levels are 
established, the procurement officer 
can develop specifications for the type 
or grade desired. Inspection on re- 
ceipt of delivered items helps to insure 
that specifications are met. 

A number of questions must be an- 
swered during our discussion: What 
relationship do food, clothing, ward 
furnishings and other equipment have 
to establishing a good climate for 
treatment of the mentally ill? Do 
equipment and supplies have an effect 
on employee morale? How does the 
hospital administrator assure himself 


that the individual needs of the pa- 
tients are being met? How can he best 
provide his staff with the equipment 
and supplies essential to carry out a 
prescribed program? How can he be 
sure that newly developed items will 
perform as claimed by the manu- 
facturer? How can he interest manu- 
facturers in developing or modifying 
equipment to meet specific needs? 

Should he rely on the hospital’s 
procurement officer alone to make 
these decisions on his behalf? Or 
should he rely on the skills and talents 
of other members of his staff? 

Another point to be considered is 
that of planning for the procurement 
of equipment and supplies within 
budgetary limitations. If those respon- 
sible for the management of various 
departments take some part in the 
preparation of budgets, would the al- 
location of funds to the various areas 
be simplified? 

Because of the law, many hospitals 
must utilize products manufactured or 
processed by other state agencies, irre- 
spective of quality. There is some 
need to evaluate the economic aspects 
of such purchasing practices. 


Some hospitals feel that bulk pur- 
chasing is less expensive than purchase 
of material packed in units of issue. 
Others feel that packing of supplies by 
hospital personnel is obsolete, is time 
wasted at the expense of patient care. 
Any supplies or equipment that save 
personnel-time eventually pay for 
themselves. The efficiency of purchas- 
ing cannot be determined by acquisi- 
tion costs alone; the cost of handling 
must be considered, too. 


Some hospitals permit staff members 
to procure for their own department 
direct from the vendor. The question 
here is whether centralized control of 
purchasing and a central store system 
would result in a higher level of 
patient care. 


Discussion: 


Participants: Mr. Carl E. Applegate, 
Calif.; J. O. Cromwell, M.D., Idaho; 
Mr. Robert Klein, Ill.; Simon Kwal- 
wasser, M.D., N. Y.; Elsie C. Ogilvie, 
R.N., Wash., D. C.; Francis J. O’Neill, 
M.D., N. Y.; Lucy D. Ozarin, M.D., 
Wash., D. C.; Walter Rapaport, M.D., 
Calif.; Mrs. Anna Scruggs, Ohkla.; 
Hon. Harry Shapiro, Pa.; Mrs. R. R. 
Tamargo, N. Y.; Mesrop A. Taru- 
mianz, M.D., Del.; Gale Walker, M.D., 
Pa.; Mr. Ralph E. Young, Kansas. 


In the past we have adhered to a 
great deal of regimentation in our 
procurement programs. Central Pur- 
chasing has not always left room for 
the individual needs of patients. Even 
though Central Purchasing may be 
mandatory in a large state, there is no 
need to let this department tell hos- 
pital staff members—doctors, nurses 
and others—what kind of supplies 
should be purchased for patients. 
There are various kinds of communi- 
ties and various kinds of culture. What 
would be suitable in a rural area 
would not be suitable in an urban 
area. Central Purchasing will not save 
us money if goods are bought which 
are not utilized with pleasure and with 
dignity, said Dr. Tarumianz. Individ- 
ual hospital staffs, taking into consid- 
eration their philosophies and their 
patients’ needs, should have a voice 
in the goods which are purchased. 

Taxpayers’ money is wasted if we 
buy a thousand pairs of pants all ex- 
actly the same because we get five per 
cent off. On the other hand, certain 
commodities are better procured un- 
der the control of a Central Purchas- 
ing Office. It is only when Central 
Purchasing has the final say in goods 
to be individually used by the patients 
that it becomes a bad practice. 

For such goods, purchasing could 
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be arranged in such a manner that 
the hospital could have a store like any 


commercial store, where there are 
racks for clothing, shoes, and so on, 
and allow the patients to choose. 

Implicit in this discussion is the be- 
lief that supplies and equipment have 
an effect both on patient and on per- 
sonnel morale. Studies are needed to 
evaluate just how effective various 
types of equipment and supplies are in 
the patient’s treatment. If large 
quantities are ordered, naturally the 
administration feels they must be 
used. Yet we are there to treat the 
the patient and help him get well—not 
to see whether we can save money. 

In some hospitals, equipment re- 
placement and equipment budgets are 
originated at the level of the attend- 
ant, the nurse and the head nurse. 
These people have a chance to express 
their needs with some hope of having 
them included in the budget. In some 
cases, even patients have been con- 
sulted and some helpful information 
and suggestions have come from them. 

In California, the Assistant Superin- 
tendent, Business Services, in each in- 
stitution has complete responsibility 
for plant maintenance, feeding, bud- 
geting, accounting and requisitioning. 
But while purchases must be made on 
specifications, the hospitals set up com- 
committees to work out these specifica- 
tions for the kind of goods they wish. 
One committee, for instance, is com- 
posed of a medical man, a business 
man and a member of the nursing 
service. This state has had Central 
Purchasing for many years, but the 
specifications group on the state level 
works with the institutions desiring 
the commodities. They do not have to 
buy the lowest-priced article. Both 
quality and price are considered. 

The state hospitals did, however, 
run into some difficulties, and as a 
result a new bill was passed recently 
in one state which required that every- 
thing over a thousand dollars must go 
out on bid. But the Bureau of Pur- 
chases must purchase the type and 
quality of material as specified by the 
requisitioner. Within the framework 
of this law a committee was appointed 
by the Governor to set up standard 
specifications for various commodities. 
The committee is composed of people 
in business, in the State service, the 
Director of Mental Hygiene and 


46 


others. If a vendor objects to a bid let 
by the Bureau he may appeal to the 
Committee. A department which is 
dissatisfied with the goods delivered 
may also appeal to it. 

Items supplied and made by the 
prison industries must compete in 
California with private industry; 
orders are not placed just because the 
item is made by a prison industry. 
Quality and quantity and price are 
taken into consideration. 


Up-to-Date Standards Important 


Dr. Walker said it was obvious that 
a procurement and supplies program 
will break down sometimes, on the 
basis of human error, both within the 
institution itself and within the Cen- 
tral Purchasing Department. Many 
times things are ordered by the pur- 
chasing agent which the requisitioning 
individual did not want. Orders for 
major equipment may get changed in 
the Central Office, so that the institu- 
tion has to pay installation fees which 
could have been avoided if, as re- 
quested, the equipment had been 
bought f.o.b., installed. Sometimes the 
institution doesn’t get its money’s 
worth because the Bureau of Stand- 
ards doesn’t keep up to date. There is 
grave danger of apathy, so that once a 
standard is developed, it stays put and 
is not brought up to date at proper 
intervals in keeping with the develop- 
ment of more suitable goods or chang- 
ing needs. 

Some hospitals start with prelim- 
inary budgets prepared for each oper- 
ating activity. Sometimes they look 
like a letter to Santa Claus, but even 
if the department heads do not get 
everything they ask for, they are cer- 
tainly not apt to get much which isn’t 
outlined in the request. The staff are 
as specific as possible regarding req- 
uisitions, using catalogues, illustra- 
tions, advertisements, and so on, to 
give them the exact knowledge of what 
they feel could be useful. While the 
Director of the Budget is charged with 
writing the specifications, a detailed 
purchase request helps him know what 
is needed, especially with regard to 
quality. If in addition there is cen- 
tralized delivery and centralized in- 
spection, inspectors can work within 
the trade to get the quality required. 

Mr. Young said that the state of 
Kansas had trouble with the purchase 
of women’s dresses. The Central Pur- 


chasing Department was determined 
to let the award to the lowest bidder, 
The Commissioner’s office therefore 
had half a dozen of the better-looking 
secretaries model the dresses and took 
photographs of the girls wearing four 
or five different manufacturer’s sam- 
ples. The men in the Purchasing 
Department knew what these girls 
looked like when they were properly 
clothed and when they saw them in 
these “sacks,” that stopped the argu- 
ment. 

Mrs. Scruggs invited the state pur- 
chasing agents in to her school for a 
visit. She took them into the laundry 
to see what happened to cheap, badly 
made dresses when they were handled 
roughly. She also showed them dresses 
which had been in use for two years 
because they were of good material. 


Other Successful Procedures 


In Arizona, which does not have 
Central Purchasing, Dr. Wick’s hos- 
pital has set up a hospital purchasing 
committee consisting of the business 
manager, the housekeeper, the laundry 
manager, the director of nursing and 
the maintenance engineer. Purchases 
are made on a quarterly basis, and 
clothing is repeatedly checked for 
quality and wearability by the laundry 
and by the ward personnel. 


After some months of operation a 
routine procedure was_ established. 
After bids are submitted and samples 
of material are received, the Purchas- 
ing Committee inspects each sample 
to see whether it meets the specifica- 
tions. They do not necessarily pick the 
one with the lowest bid. 

Much of the foregoing discussion 
concerned items which were not stand- 
ardized, but certain items are standard 
equipment. There are a number of 
important agencies in the country, sev- 
eral in the Federal Government and 
some in associations, which write 
specifications for various types of com- 
modities which the hospitals buy in 
large quantities. 

Would it be valuable if the Mental 
Hospital Service could provide a 
facility for screening specifications 
which do exist, and perhaps create 
new specifications for other items? Or 
are there sufficient facilities already 
for doing such things? It would be 
possible to get copies of specifications 
from each state and make them avail- 
able to others. 
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Closely allied to the procurement 
program is the economic value of the 
hospital farm. There are many who 
fee| that it is not a good business 
proposition, unless on a small market- 
garden scale. Many hospitals have 
severely restricted or entirely discon- 
tinued their farming activities. As 
suburban developments begin to sur- 
round the institutions, still more farm 
operations will cease. Also, fewer and 
fewer patients are admitted who can 
suitably be put to work on the farm. 


Too often, in the past, patients have 
been exploited to produce profits for 
the benefit of the hospital. Yet it is 
not worthwhile to have employees on 
the farm produce milk at twenty-two 
cents a quart when it can be bought 
for fourteen or fifteen cents. 

Nevertheless, there is not universal 
acceptance of the fact that farming is 
bad because it does not always show a 
profit, nor is it true entirely to say 
that it is unsuitable work for all pa- 
tients. Unless the loss is so great that 
it offsets any therapeutic benefit the 
farm might have, there is something 
to be said for retaining at least some 
part of it. Certainly a patient should 
not be kept in the hospital because he 
is a good farmer or a good dairyman, 
said Dr. Rapaport. But neither should 
he be kept because he is a good car- 
penter, tinsmith or shoemaker. 

Some patients do definitely benefit 
from farm activities. If we can hon- 
estly help a patient and at the same 
time save the state a few dollars by 
producing usable foodstuffs; we should 
certainly do so. Patients need work of 
some kind. One patient said to a su- 
perintendent, “I don’t know what I 
am going to do when I get out of here. 
All I do is play. I dance, I sing, and 
we engage in musical programs. But 
when I go home, I have got to work.” 

A very real problem in many hos- 
pitals is that there is not enough for 
the patients to do. Work is a part of 
the over-all therapy of a patient. The 
people who are our patients need 
something to occupy their time, rec- 
reation, occupational therapy, and 
for that matter, helping keep the 
kitchen clean, clearing the tables, serv- 
ing their own food and keeping their 
rooms clean. 

In areas where most patients come 
from a farm they like to work on the 
hospital farm provided it is modern 


and well equipped. Often the experi- 
ence there will be helpful to them in 
their vocational outlook. Dr. Crom- 
well in Idaho tries to make his farm 
operation a genuine experience in re- 
habilitation. If you can indoctrinate 
the farm employees with the knowl- 
edge that farming is a part of the pa- 
tient’s therapy, you can have a very 
desirable situation. Moreover, this su- 
perintendent reports that his farm 
pays its way as well as providing 
therapy for his patients. 

If all farming were to be discon- 
tinued today, we might injure or ad- 
versely affect a small number of insti- 
tutions. But this is not really neces- 
sary. It is necessary, however, to 
evaluate the patients’ needs and keep 
farm operations that they can do with 
benefit. One possible advantage to 
closing the farm, said Mr. Shapiro, 
might be to free the superintendent 
from activities in which he is not pri- 
marily interested and which he is not 
primarily equipped to handle. 

One New York hospital in an in- 
creasingly urbanized community did 
away with the pig farm—thus at the 
same time losing a lot of gulls which 
used the outbuildings for nesting in 


the winter. The farrow house was 
turned into a fine little laboratory. 
The dairy farm is being discontinued 
too, because most of the patients come 
from New York City. Farm operations 
in this area are obviously unsuitable, 
yet in certain sections in the Western 
area of the country they are obviously 
useful and even profitable. It is im- 
possible to make any categorical rule 
about whether all farms should be 
abolished or not. 

No one approach will cure all pa- 
tients, nor is any one approach going 
to harm all patients. We are not yet 
sure enough to say that if we close 
up all our farms, keep all our people 
inside and give every one a doctor and 
two or three nurses they will get well 
overnight. 

Just because in the old days patients 
were worked for twelve or fourteen 
hours a day for seven days a week, we 
need not say that no farms should be 
operated any longer. We should let 
patients work on them only if and 
only so long as they are being bene- 
fited. When a patient is ready for a 
different or more privileged type of 
work or to go home, he should be 
taken off the farm. 





Most administrators believe that patient and employee morale is affected by 
the quality of supplies and equipment and that taxpayers’ money is wasted unless 
goods are used with pleasure and satisfaction. 











Group Session: 


Administrative Inter-State Reciprocity 


Discussion Leader: Dale C. Cameron, M.D., Minn. 


Presentation: 


Many States now arrange for the 
inter-state exchange of mental hospi- 
tal patients. Other types of inter-state 
cooperation are developing, notably 
the Interstate Clearing House for in- 
formation established by the Council 
of State Governments, as a result of 
the Governors’ Conference on Mental 
Health in Detroit in February 1954. 
Another result of this conference, the 
regional Conferences of Governors, 
is leading to the pooling of educa- 
tional and research facilities and the 
sharing of specialized facilities op- 
erated by one state but not available 
in neighboring states. 

The Southern Regional Education 
Board, which has been in existence 
for some time, has now established 
a Commission on Mental Health. In 
November 1954 this group recom- 
mended that the States contribute 
funds to carry out inter-state func- 
tions, establishing a pattern of state 
legislatures contributing money to 
inter-state activities. 

The Northeastern States group met 
in Wilmington in the spring and dis- 
cussed the question of patient trans- 
fer, pooling of research funds, train- 
ing and facilities, and also the ques- 
tion of inter-state sharing of special 
facilities, especially those for emo- 
tionally disturbed children. 


Discussion: 


Participants: Mr. Carl E. Applegate, 
Calif.; Mr. D. K. Boynick, Conn.; Mr. 
Willard L. Couch, Ill.; Mrs. Jewelle 
Dugger, Okla.; Harold L. McPheeters, 
M.D., Ky.; Winfred Overholser, M.D., 
D. C.; Arthur W. Pense, M.D., N. Y.; 
B. F. Peterson, M.D., Tenn.; Mr. Wil- 
liam C. Ryan, Ore.; Mesrop A. Taru- 
mianz, M.D., Del.; Mrs. Virginia S. 
Williamson, Fla.; Mr. A. C. Yopp, 
Kans. 


Dr. Tarumianz discussed the North- 
east Conference, saying that Delaware 
also belongs to the Southern Confer- 
ence. The Northeast Conference ap- 
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proved a compact late in September 
and requested that each state in the 
conference submit this to its Legis- 
lature. It would become operative in 
each state as the Legislature ratified it. 

This compact provides for transfer 
of a patient regardless of his legal 
residence, provided it is for the bene- 
fit of the patient. The Board which 
considers each case consists of three 
psychiatrists and an administrator. If 
this Board considers it in the best in- 
terest of the patient to be transferred, 
he will be transferred, regardless of 
any other legal aspects, All of the 40 
legislators at the Conference were 
favorably inclined to the idea. 

The whole philosophy of the com- 
pact is that the transfer of a patient 
is a medical and not a legal problem. 
This type of compact overrides state 
statutes, pointed out Dr. Overholser. 

With such reciprocity, said Dr. 
Pense, each state would probably end 
up with about the same number. of 
hospital patients but the approach 
would be more humane. 

Mr. Ryan said that they had 
checked five-year repatriation figures, 
and found that they had received two 
more patients than they had sent out. 

Certain states, Florida and Califor- 
nia, where older people tend to con- 
gregate might perhaps bear a heavier 
load if they entered into such com- 
pacts. People with 40 or 50 years’ 
legal residence in another state come 
to Florida or California to retire. 
Their children are far away. What 
should be done? Transfer the pa- 
tient back to his home state or care 
for him where he is? 

The Northeast Compact is an in- 
teresting experiment which is well 
worth watching. People in other 
states can learn something of the pit- 
falls of such an arrangement, and as 
a result can perhaps develop more 
comprehensive and satisfactory pacts. 
The details of the compact cover a 
great many legal contingencies which 
were not discussed in detail at the 
meeting. Briefly, the compact tends 


to ignore the legal residence of a pa- 
tient coming from any one of the com- 
pact states. The overriding principle 
is the patient’s right to be taken care 
of in the hospital best suited to pro- 
vide the services he needs. There 
would be no exchange of funds for 
this kind of reciprocity. 

Dr. Cameron asked if all states rep- 
resented could pay for the training of 
psychiatrists, nurses and social work- 
ers outside the borders of their own 
state?. It was apparent that most 
people present were able to utilize 
state funds so that individuals could 
receive necessary training elsewhere. 

In Kansas, the State Social Welfare 
Department has a central training 
fund; the chief categories being 
trained outside the state are nurses 
and teachers for exceptional children. 
Those trained outside the state agree 
to come back to the state and serve 
for a given period of time. Mr. 
Couch said that in Illinois they have 
a similar arrangement. 

Dr. Peterson described the South- 
ern Regional Education Board which 
provides for the development of re- 
gional training centers. At present 
Tennessee sends personnel outside the 
state for advanced training. 


Dr. Cromwell said that the Western 
states are now setting up a similar 
inter-state program. These states al- 
ready have a higher education com- 
pact, and this is being extended to 
the hospital and mental health train- 
ing programs. 

Various discussants pointed out the 
value of such education compacts: 
the pooling of institutional facilities, 
enabling personnel to get training in 
special areas, such as child psychiatry 
in one place, and perhaps another 
type of training somewhere else. Even 
patient care can be improved by pool- 
ing some facilities. 

In speaking about research it was 
felt that all the states should have 
their own research programs although 
there is considerable merit in try- 
ing to develop regional research facili- 
ties as well. Regional facilities have 
the advantage of being able to draw 
together large numbers of individuals 
from various disciplines to attack a 
particular problem. There is one big 
disadvantage in that if research activi- 
ties are separated from the state hos- 
pital, both patients and staff lose 
the stimulation research provides. 
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Group Session: 


Outpatient Clinic Services for the Mentally Deficient 


Discussion Leader: Robert S. Garber, M.D., N. J. 


Presentation: 

It is hoped that the people who 
have had some personal experience 
either in clinics already established 
or those who are now developing clin- 
ics will discuss the problems they are 
facing rather than the good things 
they are doing. For instance, we are 
not paying enough attention to de- 
tail in studying the mentally defective 
patient. We are not paying sufficient 
attention to the parents’ needs. We 
do not know how much responsibil- 
ity the community should have. What 
are we doing to prevent the dissolu- 
tion of the domestic relationships of 
the parents and the siblings? How 
can a baby sitter be found for a men- 
tally defective child being cared for 
at home? We need to take several 
days to do a work-up on the child, 
just as he would be worked up if he 
had a neurological condition, an ulcer 
or a bad gall-bladder. We need time 
to work with the parents so that we 
make, not one of them, but both of 
them, in a sense members of the ther- 
apeutic team which is going to have 
to work with the individual child, 
whether he is in the community or 
in an institution. So many of the 
problems encountered in this area, 
just as in the area of emotionally dis- 
uurbed children, are parental prob- 
lems. If parents can be counselled 
adequately and offered community 
facilities, many mentally defective 
children might not have to be ad- 
mitted to an institution. These are 
the problems we should discuss. 


Discussion: 


Participants: Richard E. Bartman, 
M.D., Kansas; Hugh T. Croley, PhD., 
Kansas; Theodore Gebirtig, M.D., 
N. J.; Mrs. M. Hastings, Md.; Irvin B. 
Hill, M.D., Ore.; Reynold A. Jensen, 
M.D., Minn.; W. I. Prichard, M.D., 
Mr. Alfred Sasser, Jr., Ind.; 
Mrs. Anna Scruggs, Okla.; Hon. Harry 
Shapiro, Pa.; Trawick H. Stubbs, 


Va.; 


M.D., R. 1.; Gale H. Walker, M.D., 
Pa.; Exie E. Welsch, M.D., N. Y.; 
Isaac N. Wolfson, M.D., N.Y. 


Dr. Jensen said that the extent of 
mental deficiency made it a very big 
medical problem which will probably 
get bigger as time goes on. Various 
figures regarding the incidence of de- 
ficiency are offered—they vary from 
1% to 3% of the total population. 
With the advances of medical science 
many children born defective are 
helped to survive. 

Another reason why the problem is 
becoming extremely pressing is the 
fact that the mothers and fathers of 
mentally defective children are be- 
ginning to organize; there are not 
only community and state groups, but 
a national organization as well. These 
groups are asking for more good clin- 
ics throughout the country. 

Moreover, the importance of the 
problem as a medical one becomes ob- 
vious when we take into account the 
tremendous impact upon a family who 
has a mentally defective child. There 
are few things which are more threat- 
ening to family life than to have to 
face the acceptance of, planning for 
and living with a child who is men- 
tally retarded. The parents may dis- 
agree about the methods of care; this 
disagreement cannot but influence 
the rest of the family. Simple diag- 
nosis is not enough. It may take con- 
siderable time, effort and patience to 
enable the parents not only to under- 
stand the child’s deficiency but to ac- 
cept it as well. Who should make 
the diagnosis? We believe that it is 
a medical responsibility. What should 
we do when the diagnosis is made? 
It is much too easy to recommend 
placement in an institution when we 
know that the child is not endowed 
with the potentials which will en- 
able him to compete successfully in 
the outside world. So we must give 
increasing thought to what can be 
done; help the parents to accept 
the child and to plan to maintain him 


if possible in his home. Some _par- 
ents’ groups are thinking about this. 
They are thinking about nursery 
schools for younger children and op- 
portunity workshops for later on; they 
are trying to see if they can expand 
special educational services in com- 
munity schools. 

When the parents are accepted by 
those whom they come to consult, and 
when these professional people make 
the child their own problem as well, 
and are direct and candid with par- 
ents, there are very few parents indeed 
who are not willing and able to ac- 
cept the facts and help plan intel- 
ligently for the child. 


Share Planning with Parents 


In planning for the child, said 
another participant, it is important 
to encourage the parents to come and 
discuss their problem, tell them what 
we can do and what we cannot do, 
let them see the type of care avail- 
able in institutions and then allow 
them to decide for themselves. Par- 
ents are not nearly so upset if they 
can get this kind of assistance. If 
they are relieved of their anxiety to 
some extent they are better able to 
adjust to the realities of the situation, 
to accept the treatment recommended 
and utilize the facilities which are 
available. 

Dr. Hill said Oregon has set up a 
group workshop for the parents of 
mentally deficient children in the state 
who are not in institutions. Psychia- 
trists come and give lectures to the 
parents on child development, pedia- 
tricians talk to them and try to give 
them a general understanding of the 
whole problem. Then the workshop 
sessions are set up according to the 
age level of the children, and little 
practical points, which are so hard 
for parents to handle, are discussed. 

Mrs. Scruggs described her method 
of working with parents. Recently 
the law in Oklahoma was changed so 
that no child could be admitted ex- 
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cept on written application by the 
parents, and with a definite medical 


diagnosis. The school started a small 
clinic which developed into a daily 
outpatient service. A whole after- 
noon is spent on examining each 
child. The medical staff carries out 
the physical examination and the psy- 
chologist administers necessary tests. 
\ child psychiatrist comes as often as 
possible to see children already 
screened by the psychologist. Mean- 
while, whether the child is eligible or 
not, the parents are taken around the 
institution. These parents learn what 
the school can accomplish and what 
its limitations are; this makes the 
waiting period easier, and if the child 
is not to be admitted it helps the par- 
ents to decide what is to be done with 
him. If necessary, the family is re- 
ferred to one of the child guidance 
clinics in the state. 

Mr. Sasser of Indiana said that he 
thought this helped the parents’ feel- 
ings. Not so many years ago, parents 
abhorred the idea of putting their 
child into a state school. While the 
schools are still not perfect, he said, 
we do live in a democratic society 
where, if our needs can be defined, we 
can bring about necessary changes by 
working together. Making parents 
aware of the needs is a step in the 
right direction. 

Dr. Welsch said that the physician 
should expect to assume the responsi- 
bility for the total mental health of 
the family. A family with a mentally 
deficient child too often focuses all 
its attention on this child, at the ex- 
pense of other children in the family. 
The siblings have their problems— 
how can they bring a friend home— 
what about getting married—is this 
hereditary, and so on? 

Dr. Hill said he believed that while 
the psychologist and the social work- 
ers were important members of the 
team to treat the retarded child, the 
final responsibility was certainly a 
medical and a psychiatric one. He 
would say that he had never seen one 
child, of say five or six years of age, 
who was mentally deficient who did 
not also have a strong emotional com- 
ponent which was also limiting. More- 
over, said Dr. Gebirtig, we should real- 
ize that many youngsters are actually 
functionally: retarded, and have good 
potential. The fact is, however, that 
we cannot find enough child psychia- 
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trists for children with known average 
intelligence, and it is all the harder 
to find one to treat these retarded 
youngsters, although they do need all 
the treatment we could give them. 

Dr. Wolfson said that we are learn- 
ing more and more about the etiology 
of mental deficiency and our main 
hope lies here. 

Dr. Jensen said that mental difi- 
ciency, like other medical problems, 
could not be attacked by any one spe- 
cific approach—for instance, a_ psy- 
chological test or so. The medical 
man should make the diagnosis, and 
he should be trained in the fields of 
growth and development, as well as 
in medicine. An error in diagnosis 
may create further problems which 
would be very difficult to resolve. 


Treatment Must Follow Diagnosis 


A well educated psychologist, said 
Dr. Gebirtig, can invariably make a 
diagnosis of mental deficiency and 
feeblemindedness, though the prob- 
lem of differentiating between the 
youngster who is autistic and the fee- 
bleminded child is a medical matter. 
But diagnosis, however accurate, is 
meaningless if you don’t follow it up 
by treatment. The diagnosis is vital 
because you treat a mentally deficient 
child differently than you do a schizo- 
phrenic or neurotic youngster. 

Dr. Croley of Kansas said that he 
thought it took a psychiatrist, a psy- 
chologist, a social worker and other 
people to make a diagnosis and plan 
future treatment. Such work should 
be done in an outpatient clinic. 

Dr. Jensen said that if we tried to 
place every child who is mentally re- 
tarded in an institution, our problem 
would be even greater. One impor- 
tant factor is to determine what can 
be done to maintain an individual 
who has any potential for growth and 
development in the community and 
in the home for as long as possible. 

Dr. Bartman of Kansas said they 
ran a small outpatient evaluation 
clinic in connection with their hos- 
pital. They have been surprised to 
find how often a child can be bene- 
fited by psychotherapy because his 
disabilities are reversible. This ap- 
proach, he thinks, is not sufficiently 
emphasized; only if the child has not 
been helped by psychotherapy should 
he be considered deficient and a cus- 
todial case. 


Dr. Hill said they started a purely 
diagnostic clinic and do not give the 
parents any findings. They simply re- 
fer the child back to the family physi- 
cian with their own medical evalua- 
tion. This means of course that gen- 
eral physicians need far more training 
in the field. Dr. Jensen said that we 
should set up education of physicians 
at the very beginning of medical school 
so that when they go into practice they 
will know how to deal with the men- 
tally deficient patient. He added that 
far more physicians are becoming sen- 
sitized to the problem, and it is impor- 
tant for them to be able to make refer- 
rals with as much confiderce as if 
they were referring a patient to an 
internist for confirmation of diagnosis 
and recommendation of treatment. 

Dr. Hill said that by referring a 
mentally deficient patient back to the 
general practitioner, you are literally 
compelling the community to take 
some responsibility for his future treat- 
ment and care. 

Mr. Shapiro spoke of the classifica- 
tion centers being planned in Penn- 
sylvania, saying that a child should 
not be labelled but should be studied 
as a complete entity. The classification 
center was supposed to discover the 
nature of his difficulties; it would not 
attempt to treat the symptoms only 
but would refer him to the right place 
to receive help. He added that mental 
deficiency is a long-term problem and 
too large to be handled by a local 
community. It should be regarded as a 
State problem. 

There was some disagreement with 
Mr. Shapiro. Dr. Croley of Kansas 
said there was certainly need for a 
diagnostic label in order to make a 
proper referral. 

Dr. Hill said he thought we should 
try to define just what we expect in 
the way of services from a clinic for 
the mentally deficient. Certainly diag- 
nosis is one of the cornerstones; next 
comes counselling and education of 
parents; then planning for the future 
of the deficient child, and then, if this 
is our responsibility, to plan for the 
child who is found to be emotionally 
disturbed, rather than mentally re- 
tarded. 

Dr. Prichard said we all know the 
need for diagnostic facilities; the de- 
mand is greater than the supply. But 
we need to know more about the 
mechanics of setting up a_ clinic. 
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Should it be state supported or com- 
munity supported? How should we 
limit its functions if we cannot begin 
a fully developed facility? The exist- 
ing mental hygiene clinics have 
neither time nor facilities to work 
with the mentally retarded child and 
his parents, and as a result too many 
children are sent to training schools 
who don’t really belong there. 

Mrs. Scruggs thought that such a 
clinic was best started, as they had in 
Oklahoma, at a school; she said that 
the diagnosis must be determined 
before the child was admitted. 

Dr. Stubbs said that in Rhode Island 
the establishment of such a clinic 
was actually started because of the 
pressure of parent groups. It was set 
up as a separate entity under the men- 
tal hygiene services, and because it 
was solely for the deficient, the parents 
did not feel ‘frozen out” as they had in 
mixed clinics. 

He went on to say that a small 
special school was set up and it man- 
aged to get six or eight children to 
the point where they were eligible to 
fit into special classes in public schools. 

Dr. Gebirtig said that in New Jersey 
the law said that the community itself 
was responsible for the education of 
youngsters who were educable. A 
psychologist examines each child, and 
many of the schools have obtained a 
well-trained psychologist for this pur- 
pose. As a result, there have not been 
so many referrals to the clinics for the 
mentally retarded because the school 
system is assuming some of the respon- 
sibility. If the psychologist refers the 
child to a psychiatrist because it has 
emotional problems as well, Dr. Gar- 
ber’s hospital can give treatment and 
supervision. 

Mrs. Hastings asked how we could 
better utilize the services of competent 
psychiatrists and other medical men 
since we know we are short of pro- 
fessional assistance in our clinics for 
the mentally defective. It is one of 
the responsibilities of the clinic to 
work with and educate the people in 
the community. Dr. Hill said he 
thought there was great educational 
value in referring the child back to 
the family physician, until it was. pos- 
sible for psychiatry to take respon- 
sibility for each individual child and 
his family. 

Dr. Garber said that he did not 
think it was as important who made 


the diagnosis, or where the child was 
diagnosed or treated as it was to be 
able to do something for him besides 
saying he was deficient and keeping 
him on a waiting list. 

In summing up, Dr. Garber said 
that there was general agreement that 
clinics were needed and that some 
diagnosis and plan should be made 
promptly so as to relieve the parents 
of some of their anxieties; that such 
planning should be realistic enough 
for the parents to accept it and assist 
in it. 












WUMMMMMM 


























— 











Amazing strength! Patterns, colors | 
Doesn't weaken in fade-proof tested: 
repeated washings, fabric Sanforized 
after months of use. for long lasting fit. 








ey is a trade oe of 


xaos. INC. 


INSTITUTION DIVISION 
32 North State Street 
Chicago 2, Hlinois 





Double needlelock- 
stitched throughou 


A clinic could do good service 
to an institution by orienting the par- 
ents as to what would happen to the 
child if he was to be admitted. If 
parents were made fully aware of all 
the factors, they might help keep 
down the waiting lists by keeping the 
child at home for a longer period, or 
managing indefinitely one who did not 
really require institutionalization. 
Finally, other community agencies 
could be oriented about some of the 
things they could do to share this 
responsibility, 
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“OUTWEAR THREE COTTON OUTFITS —that’s our 


experience with Karoll’s panty-type dresses in our maxi- 
mum security wards. The Karoll dress is one garment, 
eliminating the handling of four pieces of clothing— 
dress, slip, panty and brassiere” 
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Snap-fastened 
built-in panty 


All-in-one garment, 
designed and tested by 
institutions for mental 
and retarded patients. 
Inhibits the exposure 
impulse, resists tearing. 
Slips on over head. 

No brassiere or other 
undergarment needed. 
Snap-fasteners at crotch 
aid toilet training. 
Pleasing patterns or 
2-tones with round, V or 
square neckline Needs 
no ironing. SuperMaid 
sizes 12 to 62 for. women; 
SuperLassie sizes 7 to 

14 for girls. Send for 
swatches, brochures on 
garments for every need. 


WL 


RN RK 












BCDW)DK, 


SIMPSON’S 


45 Richmond Street, Wes? 
Toronto, 1, Canada 





A Report on 


The Joint Commission on Mental Illness and Health 


Chairman: M. A. Tarumianz, M.D. 


Discussion Leader: 


The American Psychiatric Associ- 
ation has participated in the forma- 
tion of a Joint Commission on Men- 
tal Illness and Health organized to 
carry out the provisions of the Mental 
Health Study Act of 1955 passed by 
the present Congress. 

This Act, Public Law 182, calls for 
a nationwide analysis and re-evalu- 
ation of the human and economic 
problems of mental illness, to be car- 
ried out by one or more qualified 
non-governmental organizations. The 
Congress passed the Act this past ses- 
sion without a dissenting vote in either 
House. The Act authorizes appropri 
ations of $1,250,000 over three years, 
of which $250,000 has been appro- 
priated for the first year. The money 
is assigned to the Surgeon General of 
the U. S. Public Health Service, who 
may grant it to non-governmental or- 
ganizations to carry out the study. 
Private monies may also be used. ‘The 
act requires that such organizations 
file annual reports and a final report 
with the Congress, the Surgeon Gen- 
eral, and State Governors. It is hoped 
that the Surgeon General will approve 
the application which will be sub- 
mitted by the Joint Commission on 
Mental Illness and Health to be the 
qualified organization to execute the 
provisions of the Mental Health Study 
Act. 

This idea started with the address 
of Dr. Kenneth Appel, then A.P.A. 
President, to the Mental Hospital In- 
stitute in 1953, in which he called for 
such a study. 

Following a preamble in which the 
problem of mental illness is docu- 
mented, the purposes and policy of 
the Act reads: “It is the sense of the 
Congress that there exists a critical 
need for such an objective, thorough, 
and nationwide analysis and re-evalu- 
ation of the human and economic 
problems of mental illness and of the 
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Daniel Blain, M.D. 


resources, methods, and practices cur- 
rently utilized in diagnosing, treat- 
ing, caring for, and rehabilitating the 
mentally ill, both within and outside 
of institutions, as may lead to the 
development of comprehensive and 
realistic recommendations for such 
better utilization of those resources or 
such improvements on and new de- 
velopments in methods of diagnosis, 





treatment, care, and rehabilitation as 
give promise of resulting in a marked 
reduction in the incidence or dura- 
tion of mental illness, and in con- 
sequence, a lessening of the appalling 
emotional and financial drain on the 
families of those afflicted or on the 
economic resources of the States and 
of the Nation. 

“It is declared to be the policy of 
the Congress to promote mental health 
and to help solve the complex and the 
inter-related problems posed by men- 
tal illness by encouraging the under- 
taking of non-governmental, multi-dis- 


ciplinary research into and re-evalua- 
tion of all aspects of our resources, 
methods, and practices for diagnosing, 
treating, caring for, and_rehabili- 
tating the mentally ill, including re- 
search aimed at the prevention of 
mental illness. It is the purpose of 
this joint resolution to implement 
that policy.” 

Before this Bill was passed, and 
actually somewhat independent of it, 
following Dr. Appel’s encourage- 
ment and leadership, the American 
Psychiatric Association and the Amer- 
ican Medical Association started the 
formation of the Joint Commission 
on Mental Illness and Health. 


Many Organizations Represented 


The Joint Commission was incor- 
porated in August 1955 in the District 
of Columbia by a small group com- 
prised of representatives of the Ameri- 
can Association of Psychiatric Social 
Workers, American Hospital Associ- 
ation, American Medical Association, 
American Nurses’ Association and the 
National League for Nursing, Ameri- 
can Psychiatric Association, American 
Psychological Association, and_ the 
National Education Association. 

The following have also been in- 
vited to serve as initial organizational 
members of the Joint Commission: 
American Association on Mental De- 
ficiency, American Association of Psy- 
chiatric Clinics for Children, Ameri- 
can Bar Association, American Oc- 
cupational Therapy Association, 
American Public Health Association, 
Council of State Governments, Joint 
Commission on Accreditation of Hos- 
pitals, National Association for Men- 
tal Health, National Institute of 
Mental Health, National Rehabilli- 
tation Association, Social Science Re- 
search Council, the U. S. Children’s 
Bureau and the Office of Vocational 
Rehabilitation of the Department of 
Health, Education and Welfare, and 
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Administration. 


the Veterans Still 
others will be asked as plans develop. 

Dr. Leo Bartemeier is Chairman of 
the Board of Trustees of the Joint 
Commission. Dr. Nicholas Hobbs, of 
the American Psychological Associ- 
ation, is Vice-Chairman of the Board. 
Dr. Kenneth Appel is being elected 
to be President.* 

‘The viewpoint of mental hospital 
experts will be represented on the 


Board of Trustees of the Joint Com- 
mission. Drs. Walter Baer and Walter 
Barton are among the trustees, and 
there is representation of private and 
public institutions, community serv- 
ices, and the different categories of 
professional hospital personnel. 

In a discussion of the Mental 
Health Study Act, a State representa- 
tive reported to the Institute that at 
the last session of the Legislature sug- 











gested improvements were deferred 
until the report of this Study should 
become available. This action was 
viewed as unfortunate, since it will be 
at least three years before the final 
report comes out. Progress should not 
stop in the meantime. 


* Since the Mental Hospital Institute was 
held, Dr. Jack R. Ewalt of Boston, Mass., has 
been appointed Principal Investigator of the 
Joint Commission. 





A Report on 


The A. P. A. State Surveys 


Discussion Leader: 


Surveys on total needs and re- 
sources in mental health are being 
carried on by the American Psychia- 
tric Association at the request of sev- 
eral states. Their development was 
described by Dr. Daniel Blain, Medi- 
cal Director. 

State surveys developed spontane- 
ously because A.P.A. was called upon 
to meet a need. Dr. Blain was asked 
to serve as an individual consultant 
in the State of New York to help pre- 
pare a report dealing with crimes 
committed by former mental hospital 
patients. An objective analysis and 
statement about release procedures 
for patients was needed because news- 
paper headlines about a few sensa- 
tional cases had created fear dispro- 
portionate to the actual situation. 

Later the Medical Director was 
called to Louisiana for consultation. 
Here it was obvious to the superin- 
tendents that they did not have ade- 
quate future program plans because 
they didn’t know enough about 
present circumstances. Again serv- 
ing as an individual, rather than 
an A.P.A. representative, Dr. Blain 
assisted the local group in working 
up a statement concerning the total 
situation in the State. This developed 
into something far broader than a 
study of hospitals alone; it included 
community and other services, with 
emphasis on unused resources. 

Feeling that these experiences 


Chairman: 
Daniel Blain, M.D. 


demonstrated there was a demand for 
help which A.P.A. should and could 
meet, the Council passed a resolu- 
tion in April, 1954, stating: “The 
American Psychiatric Association is 
prepared through the office of the 
Medical Director to supply _profes- 
sional consultation service to the 
States in surveys of mental health 
needs.” 

From informal representation 
through the Medical Director in New 
York and Louisiana, A.P.A. has gone 
on to complete full-scale surveys in 
Arkansas, Indiana, and Kentucky. 
Surveys are now being started in Ohio 
and Pennsylvania. 

The time required for an A.P.A. 
state survey is relatively short, con- 
sidering the job to be done: about 
six months for the smaller states, 
about nine months for the larger 
states. 

The cost has run around two to 
three thousand dollars per million 
of population. In other words, rough- 
ly speaking, for a state with two mil- 
lion people it was around $5,000; for 
a state with a population of about 
ten million, around $20,000. The cost 
has been estimated on the basis of 
the extra personnel needed to do the 
work, so the books are balanced and 
no money is lost. A.P.A. has come out 
about even. 

Outside aid has been received on 
this project to organize material and 


M. A. Tarumianz, M.D. 


secure consultation from specialists. 
This particular effort is financed by 
the Albert and Mary Lasker Founda- 
tion, which made a grant of $18,000 
last year, and which is interested in 
continuing support of the work in 
the coming year. This enables data 
to be collected and used in con- 
nection with the information gath- 
ered in the states—material gleaned 
from national and _ international 
sources which can be applied to the 
particular state situation. 

In the last few months the Asso- 
ciation has obtained national back- 
ing in these surveys. Dr. Robert Felix 
and the regional offices of the Public 
Health Service have been most help- 
ful. Dr. Fillmore Sanford of the 
American Psychological Association 
is officially assisting in looking over 
protocols and schedules. Assistance 
has been given by Miss Kathleen 
Black of the American Nurses’ Asso- 
ciation and the National League for 
Nursing, Dr. Ernest Gruenberg of the 
Milbank Foundation, and Dr. Paul 
Lemkau. 

The staff for this particular service 
consists of some of the time of the 
Medical Director, assistance from Mr. 
Robert Robinson, Public Information 
Officer; the time of a field representa- 
tive and a research analyst; and infor- 
mal assistance from the A.P.A. Central 
Inspection Board. 

No state is surveyed until the Cen- 
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tral Inspection Board has been in. 
As a result, material on the hospitals 
themselves is incorporated from the 
C.1.B. report in the total state picture. 

A very brief description of how a 
typical survey is conducted will give 
an idea of their breadth. State survey 
staff go into each state and hold public 
hearings of some 50 to 100 statewide 
organizations of all types, getting 
them to give information about their 
organization, their interest in mental 
health, how it concerns them, and 
their knowledge about specific prob- 
lems. These groups become actively 
engaged in the study. 

The Survey Service gets a great 
deal of background material: informa- 
tion about demography, economics, 
general health, welfare, rehabilitation, 
education, general recreation, family 
case work, activities of religious 
groups, mass communication media, 
and cultural factors. 

Reports go into the historical de- 
velopment of state institutions and 
clinics, organization of state mental 
health program, existing studies of 
needs and demands, and so on. Staft 
people study the organization of state 
government and the various activities 
of the Federal government, municipal 
governments, and private organiza- 
tions and agencies in the state. 

All Psychiatric Facilities Reviewed 

They assess the number of existing 
inpatient and outpatient psychiatric 
facilities, including public and private 
hospitals and clinics; they get infor- 
mation about numbers and types of 
patients, and data about related ser- 
vices such as vocational rehabilitation. 

They consider the subject of per- 
sonnel and training. They go into 
that more thoroughly from the stand- 
point of psychiatry than most studies 
that have been made. The A.P.A. has 
information on punch cards on every 
A.P.A. member and a large number of 
psychiatrists who do not belong to the 
Association. The Association has more 
individual data about the profession 
than any other specialty of medicine 
has for its members. This enables it to 
give a state a great deal of informa- 
tion, such as the age, training, and 
previous experience of its psychia- 
trists, and to point out in what direc- 
tion to go. 

Our friends in other fields, such as 
psychology and occupational therapy, 
are helping through their consultants 
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to approach this matter in as thorough 
a manner as possible for other profes- 
sions. 

The staff delves into the subject of 
research. They rely mainly on the 
material that is available, but also find 
much work going on in counties and 
agencies which never finds its way into 
the national and state reports. 

They get information about public 
education and what is being done to 
prevent mental illness. They find out 
what is in the curricula of teachers and 
the various professional groups to 
train them in work related to our 
field, and get as many facts as possible 
about community education activities, 
mass communication media, and so 
on. They consider the general subject 
of needs of the schools in this area. 


Laws and Special Medical Problems 
Are Investigated 


They go into the matter of laws, the 
organization of local laws in the state, 
commitment laws, relationship to the 
courts, the needs of the courts, the 
needs of existing psychiatric clinics 
and the attitude of judges. 

They assess the special problems of 
alcoholism, aging, drug addiction, in- 
dustrial psychiatry, and so on. 

Attention is given to programs of 
special education, the incidence of 
exceptional children, special schools 
and classes, teacher training and certi- 
fication. They gather as many facts as 
possible about programs for the men- 
tally retarded. 


Finally, they summarize with maps 
and simple tables information which 
lends itself to this type of presenta- 
tion. 

A lot of the information they might 
want is not necessarily available. Fre- 
quently they are able to point out: 
here is a place you have to move 
further along and get more informa- 
tion for your own good. The value 
of the survey in this instance is in 
pointing out what is lacking. 

With the full picture revealed, the 
Survey Service tries to come up with 
some sort of answer which is the com- 
bined thought of all the people on the 
local committee organized in the state. 
This group, usually appointed by the 
Governor, consists of fifteen to twenty- 
five prominent civil and professional 
people. They try to arrive at a con- 
sensus of opinion on which all will 
agree. This leaves a strong residual 


group in the state closely associated 
with the formation of the report. It 
is hoped that they will carry out the 
recommendations after the A.P.A. has 
completed the study. 

This in brief is the formula. It 


produces a survey somewhat broader | 


than any large studies we know of. 
It is relatively simple in manpower. 
It is relatively quick. It is cheap, 
considering the cost of most surveys. 


Reports Considered Notable 


An Institute delegate said he had 
seen some of the reports, and that 
they constituted one of the most 
important collections of information 
and recommendations for the total 
mental health program of a state he 
had seen anywhere. They should be 
read not only by all the people deal- 
ing directly with mental health but 
other people in the field—school teach- 
ers, attorneys, and so on. Could other 
states also get copies of the surveys? 

The A.P.A. contract calls for de- 
livering 100 or 200 copies of the 
report to the Governor. Usually that 
number is enough to give every mem- 
ber of the state Legislature a copy. 
After the Louisiana group received 
the Blain Report, a short summary 
was made up and many thousand 
copies printed. In the two states 
where the A.P.A. is now making 
surveys it is hoped to have both 
complete reports and shorter sum- 
maries. 

The contract for the report is made 
with the Governor or the department 
head concerned. It is not confidential. 
The press frequently sits in on com- 
mittee meetings. But the A.P.A. gives 
the report to the Governor, and re- 
lease is up to him. In every state 
surveyed, the Governor has given it to 
the press. 

A comment was made about timing 
of release of the survey. One state 
survey was released when the Legis- 
lature was in session. By this time 
the program of the Legislature was 
so stratified it was impossible to make 
effective use of the report in develop- 
ing a program. A lot of the fire and 
enthusiasm for such a program for 
the next session of the Legislature was 
lost. For ideal timing the report 
should come out six or eight months 
before the Legislature goes into ses- 
sion. This gives opportunity to meet 
with legislators and discuss the report 
with them. 
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ADMINISTRATIVE CAREERS IN HOSPITALS 


Chairman: Granville L. Jones, M.D., Va. 


Discussion Leader: Francis J. O'Neill, M.D., N. Y. 


Presentation: 


Younger men, coming into medi- 
cine, want to be clinicians. They do 
not want to be administrators—they 
seem to think they are an inferior 
form of life! But most of us think that 
a hospital administrator’s profession 
is an honorable one. The founding 
fathers of the American Psychiatric 
Association and their contemporaries 
were primarily successful mental hos- 
pital administrators. At the time of 
the founding of the Association, em- 
phasis was on moral treatment—pro- 
viding good hospital environment to 
promote the moral rehabilitation of 
the patient. This is not to say that 
they were not good clinicians, but so 
little specific therapy was available 
that emphasis then was necessarily 
on administration. 

During the past twenty-five years 
there has been a pronounced change 
in thinking, so that today the clinical 
aspect of the psychiatric hospital is 
paramount. We have successfully 
treated so many patients by medical 
means that there has been a shifting 
emphasis from administration to 
therapy. 

After several years of experience in 
a mental hospital, many psychiatrists 
begin to develop a liking for and an 
interest in the administration of the 
hospital. Good clinicians who find 
they are thus able to extend the scope 
of their clinical work by entering the 
administrative field make the best ad- 
ministrators. 

In the large hospital, a psychiatrist 
who embraces administrative respon- 
sibilities may allow himself to be in 
almost complete isolation from spe- 
cific therapeutic contacts with pa- 
tients; this sometimes leads to sterile 
professional existence which is frus- 


trating and deteriorating. Perhaps 
we should broaden the base of admin- 
istrative responsibility to permit the 
high-level administrator time for ther- 
apeutic activities as well. 

In some states, although the law 
places full responsibility upon the hos- 
pital superintendent, highly trained, 
non-medical business administrative 
assistants are provided to assist him. 
This may, in theory at least, give him 
time to continue his interest in in- 
dividual treatment. 

Until a uniform method of training 
and selecting of administrators is 
adopted there will of necessity be con- 
fusion and lack of coordination in 
the appointment of psychiatric hos- 
pital administrators. There are strong 
forces at work to introduce non- 
medical, non-psychiatric administra- 
tors, but this Association and _ its 
members have taken a firm stand. We 
are dedicated to the continuation of 
medical administration of our psy- 
chiatric hospitals; only a physician 
can fully realize the serious harm that 
would result if we surrendered our 
hospitals to lay administrators. 

Thus the Association is endeavor- 
ing to set up uniform standards of 
training and to make the position of 
hospital administrator attractive in 
more than salary and prestige. Ac- 
cordingly a Committee of Certifica- 
tion of Mental Hospital Administra- 
tors has been set up to examine 
credentials and candidates for certifi- 
cation and to establish rules for cer- 
tification. Appropriate certificates of 
approval are granted to successful ap- 
plicants. However, psychiatrists who 
have graduated from medical school 
after June 30, 1947 will, in addition 
to experience, be required to have 
had a minimum of one year’s aca- 


demic training or its equivalent in the 
various aspects of mental hospital ad- 
ministration before they can be ex- 
amined by the Committee. 


Whether this new requirement of 
academic training in this specialized 
field will attract competent psychia- 
trists to the field of administration, or 
whether it will add another barrier 
between clinician and administrator 
has not yet been demonstrated. The 
process of selection may be hindered 
or expedited. Only time and experi 
ence will answer this question. 

(Discussants were handed a mime- 
ographed document entitled “Ideas 
of Doctor-Administrator Background 
for Superintendencies of Mental Hos- 
pital” which was written by Mr. Aris 
A. Mallas, Jr., Texas Research League. 
In brief, this document stated that 
while the ideal person to be the chief 
executive in a state mental hospital 
is a _psychiatrist-administrator, the 
shortage of such people made the idea 
unrealistic. Competence both in psy- 
chiatry and administration, it stated, 
required expertness far above that 
which is usually attributed to the aver- 
age professional person, nor was there 
any likelihood that the number of such 
people would appreciably increase 
in the years to come. There was a 
tendency for psychiatrists to under- 
rate the need for a smoothly operating 
administrative structure. Our state 
mental hospitals have not attracted 
good doctor-administrators; in many 
instances they have not attracted good 
doctors, and certainly they have not 
attracted good hospital administra- 
tors. “It is fair to say,” Mr. Mallas 
wrote, “that if good administrators 
had been available to administer the 
mental health programs of the vari- 
ous states, they would not have been 
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in the condition they are today.” He 
recommended that we begin to take 
into the mental hospital well-trained 


hospital administrators and train 
them to operate 1,500-bed (and up) 
institutions. This would relieve the 
drain on top psychiatric talent by re- 
leasing these psychiatrists for jobs 
within the scope of their professional 
training.) 

Dr. O'Neill said that he was vio- 
lently opposed to the premises Mr. 
Mallas put forth, but said that those 
who feel that non-medical administra- 
tors would be good for our psychiatric 
hospitals have a right to be heard. He 
called upon Mr. Robert H. Klein, 
one of the proponents of this sugges- 
tion, to open the discussion. 


Discussion: 

Participants: Mr. Carl E. Applegate, 
Calif.; Crawford N. Baganz, M.D., 
N. J.; Mr. Joseph R. Brown, Ind.; 
Anthony K. Busch, M.D., Mo.; E. H. 
Crawfis, M.D., Ark.; Mr. Robert 
Klein, Ill.; Louis V. Lopez, M.D., 
N. Y.; H. C. Moorhouse, M.D., Ont., 
Canada; Arthur P. Noyes, M.D., Pa.; 
Elsie C. Ogilvie, R.N., Wash., D. C.; 
L. P. Ristine, M.D., Ohio; G. D. Tip- 
ton, M.D., Calif.; Rodolph H. Tur- 
cotte, M.D., Mass. 

Mr. Klein said that the Texas Re- 
search League is a private non-profit 
organization which at the request of 
the Governor of Texas made a study 
of state government operations, in- 
cluding the state hospital system. 
This very large study was completed 
some time ago, and when he met Mr. 
Mallas, Mr. Klein requested him to 
put his ideas on the subject in concise 
form. This was the document which 
was passed out to the discussants. 

Dr. Baganz said that he did not 
think that Mr. Mallas’ point of view 
was objectively presented. He had 
made the statement that it is not 
realistic to suppose that the supply 
of first-rate psychiatrist-administrators 
would appreciably increase. Dr. Ba- 
ganz pointed out that there are now 
325 psychiatrists certified by the Com- 
mittee of Mental Hospital Admin- 
istrators. There is some indication 
that this number will be increased 
considerably in the future. Does the 
possession of an M.D.—a higher edu- 
cational degree—automatically  dis- 
qualify a man to be a hospital admin- 
istrator? 
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Dr. Noyes said that he could not 
conceive of anybody being a success- 
ful mental hospital administrator un- 
less he is also a well-trained psychia- 
trist. Since every single administra- 
tive act, no matter what it was, had 
some direct or indirect influence on 
the care of the patient, only a man 
trained in psychiatry could possibly 
fulfill his primary function—to oper- 
ate the hospital around the needs of 
the patients. 


Psychiatrist Must Lead Team 


There are many lay persons in a 
hospital—business executives, person- 
nel officers, and so on, who felt that 
they were professionally oriented, 
said Dr. Tipton, but in the last 
analysis it has to be the psychiatrist 
who keeps the organization in _ bal- 
ance. These lay people will offer sug- 
gestions for improvement. Frequent- 
ly these suggestions have nothing par- 
ticularly to do with increasing the 
level of care the patient gets. They 
are often to do with some nicety which 
does not bear on patient care in any 
way. 

Dr. Lopez believed that men 
trained in hospital administration 
could assist the Superintendent great- 
ly in the non-medical aspects of the 
operation. But a_ patient-centered 
personnel force must be led by the 
administrator himself; his policies 
and his personality pervade the entire 
hospital. If the leader were not a 
psychiatrist, how could he obtain the 
teamwork needed? Is leadership ever 
mentioned by the “professional” ad- 
ministrator? 

The psychiatrist - administrator 
should have in his organization the 
proper people in the proper piaces. 
He should be the leader of the whole 
group. Then he should delegate or 
deputize to the various people who 
assist him in the operation. Lastly, 
he should do the most important 
thing—supervise all these people to 
see that they do their work correctly. 

Miss Ogilvie said that Mr. Mallas’ 
document put emphasis on the efh- 
ciency of all the different mechanisms 
that have to do with hospital opera- 
tion, but very little upon the patient 
himself. And the care and treatment 
of the patient is the primary purpose 
of any hospital. 

The Texas group stated that they 
omitted reference to matters relating 


to the care of the patient, said Dr. 
Ristine. Mr. Mallas himself had no 
authority to speak as this was his only 
contact with mental or other health 
institutions. Dr. Ristine said he had 
pointed out to them that they had 


overlooked one essential point—that | 


all mental hospitals have sought or 
will seek accreditation from the Cen- 
tral Inspection Board of the Ameri- 
can Psychiatric Association with the 
Joint Commission on Accreditation of 
Hospitals (composed of the American 
Medical Association, the American 
College of Surgeons, the American 
College of Physicians, the American 
Hospital Association and the Cana- 
dian Medical Association) and that 
there was nothing to indicate that 
these groups would ever accredit hos- 
pitals under the kind of administra- 
tive system recommended. 

Mr. Mallas had written “A well- 
trained administrator, above all, is 
the type of person who understands 
fully how to use all technicians in the 
role for which they were trained, all 
working together in a smoothly-co- 
ordinated team.” Dr. Crawfis com- 
mented that it seems to him that a 
good psychiatrist who is doing a good 
job of coordinating the work of other 
physicians, psychologists, social work- 
ers, psychiatric nurses and therapists 
of all kinds, is doing this very thing. 
He thought the techniques of admin- 
istration could be learned in a very 
short time. Human relations is em- 
phasized in all schools of administra- 
tion and the psychiatrist starts out 
with a hundred-yard advantage. 


Layman Opposes Lay Administration 


Mr. Applegate said that as a layman 
with more than thirty-three years in 
mental hospital work, he was defi- 
nitely opposed to any layman becom- 
ing the superintendent of a mental 
hospital. A superintendent can secure 
advice and suggestions from a group 
of medical and non-medical people, 
specializing in various fields. But the 
final decision must be his responsi- 
bility. 

Mr. Brown of the Indiana Associa- 
tion for Mental Health said that Mr. 
Mallas’ proposals had a “certain sim- 
ple-minded validity” which would 
appeal to some legislators. There is 
a belief that a businessman can take 
care of business better than any doc- 
tor. But the psychiatrist-administra- 
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tor of a mental] hospital can do several 
things which the layman cannot. He 
cannot only take broader responsi- 
bility for the hospital program, but 
he can often, because of his status, get 
more money and more facilities for 
patients than a lay administrator can 
get. His status enables him to resist 
the inroads of patronage policies. 

Dr. Baganz said that mental hos- 
pital administration had been de- 
scribed as the treating of patients on 
the wholesale basis instead of retail. 
The direction of such an institution 
which, whether it be 22 beds or 15,000, 
should be that of treating the patient, 
so that the director of this treatment 
program would logically be a _phy- 
sician. 


Training Programs Developing 


Why should the mental hospital 
administrator feel, even though he 
does treat both personnel and patients 
wholesale, that he lacks clinical con- 
tacts? The people who work in men- 
tal hospitals have their own prob- 
lems, which result in various types of 
work performance, attitudes, ideolo- 
gies, instincts, wishes, motives and 
drives, all of which result in different 
kinds of interpersonal relationships 
within the hospital. The administra- 
tor who is a psychiatrist has a certain 
advantage in that he can understand, 
for instance, aggressions in some in- 
dividuals. By this kind of understand- 
ing of employees’ problems we can 
perhaps salvage many employees who 
would otherwise be lost. 

Dr. Busch wondered if there was at 
the present time sufficient good train- 
ing for hospital administrators. At 
Barnes Hospital, the students come 
out one afternoon during their year 
of training for a lecture on mental 
hospital administration. Surely every 
good psychiatric training center 
should set up courses in mental hos- 
pital administration. 

Dr. Baganz pointed out that in ad- 
dition to the Menninger Foundation 
School of Mental Hospital Adminis- 
tration, started in September 1955, a 
course has been established by Colum- 
bia University’s College of Physicians 
and Surgeons. This course has been 
approved by the American Psychiatric 
Association Committee on Certifica- 
tion. There is also the Yale University 
School of Hospital Administration, 
planned primarily for the private, 


voluntary, non-profit hospital. Yale is 
also working on a pilot plan with a 
grant from the Public Health Service 
to set up a school of Mental Hospital 
Administration in addition to their 
school for Hospital Administration, 
because they realize that the needs in 
the two fields are not parallel. Colum- 
bia is establishing a separate school. 
Dr. Harry Agnew at the University 
of Toronto has done some prelimi- 
nary work in the same field, and so 
has Dr. McGibony at the University 
of Pittsburgh. The University of Cali- 
fornia has become interested, and the 
state may establish schools of mental 
hospital administration. Dr. Ray 
Brown of the Chicago University 
School of Hospital Administration has 
expressed interest in establishing sep- 
arate courses in our field. 

Dr. Moorhouse said that Dr. D. R. 
Tletcher, by whom he was trained, 
used to say that he did not see how a 
young psychiatrist could operate in 
a mental hospital without interesting 
himself in its administrative processes, 
because they were a part and parcel 
of his business as a clinician of caring 
for the patient. He thought that if 
we remembered that attitude, we need 
have little or no difficulty in procur- 
ing more psychiatrist-administrators. 
Hospital psychiatrists would drift into 
administration almost automatically; 
they could not help themselves. 


Administrator Influences Many 


Dr. Turcotte said that he thought 
mental hospital administration is the 
thing of the future. Today, perhaps, 
the administrator is at the bottom of 
the prestige pile, because young resi- 
dents don’t even want to do group 
therapy—they want to sit down with 
a patient alone and become some kind 
of psychoanalyst. Yet if the adminis- 
trator is a good administrator, he can, 
through his influence, exert a benefi- 
cial effect on large numbers of people 
throughout the hospital. 

Mr. Klein, noting that time was 
short, said there was one point that he 
would like to make. He was the only 
protagonist present for the layman- 
administrator, yet the subject took up 
much time and attention from the 
group. 

He thought that there was confu- 
sion between the functions of a hos- 
pital and its general operation. There 
could be no question as to what the 


functions of a mental hospital are. 
They are, of course, the treatment, 
the hoped-for cure, and the return to 
society of the mentally ill. 


Recognizing that there is a very, 
very great difference between the op- 
eration of a general hospital and a 
mental hospital, he felt he must say 
that the same kind of arguments pre- 
sented in the discussions were pre- 
sented a few years ago that a lay ad- 
ministrator should not become the 
chief administrator of a general hos- 
pital. That subject is still being 
debated in the American Hospital 
Association. 


Difference Between Hospital and 
Factory 


If there were an excess of psychia- 
trists available in the United States 
today, he thought the arguments ad- 
vanced might be justified. But there 
is not, and moreover young psychia- 
trists are less interested in administra- 
tion than in clinical work. 

Finally he would like to say that 
there are many men who head tech;. 
nical and scientific organizations in 
this country today who have no 
knowledge of the processes in their 
organizations, but who are excellent 
administrators. 

The point was raised that there is 
a vast difference between managing a 
factory or a commercial operation and 
gearing every operation in a mental 
hospital for the single program of 
treatment of patients. It was further 
pointed out that recruiting of per- 
sonnel in psychiatric institutions, 
where full-time professional staff was 
used, was always more successful 
when the superintendent himself was 
a professional man. 


Summary 


In summing up, Dr. O'Neill said 
that the group was in complete dis- 
agreement with Mr. Klein’s premises, 
and the validity of his arguments, but 
that he had a right to voice them in 
this forum. 

The Chairman added that in fair- 
ness to Mr. Klein, he had to admit 
that this was a loaded audience! 
The matter was not entirely one-sided. 
In all fairness, and to keep our own 
thinking sharp, we should perhaps 
hear a few more such statements sup- 
porting the opposite point of view. 
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The Role of the Hospital in 


Psychiatric Public Relations 


Chairman: Gale H. Walker, M.D., Penna. 
Discussion Leaders: Mr. Edward Brecher, N. J. 
Wilfred Bloomberg, M.D., Mass. 


Presentation: 


The best way to make a man mad 
is to tell him how to run his own af- 
fairs. I am going to provoke discus- 
sion by doing just that. My first chal- 
lenge: Why don’t you open up? 

Mental hospitals are past the era 
when a reporter could not go in and 
talk to anyone, anywhere. Most hos- 
pitals are wide open in this respect. 
But there are other ways of opening 
up. This has to do with press rela- 
tionships when something goes wrong. 
One hospital has been getting un- 
favorable publicity about a situation 
for three months. The hospital still 
hasn't told its side of the story. What 
appears to the public to be mal- 
administration may be a need for ad- 
ditional funds. More support may be 
a result of a good public relations de- 
cision. 

And second, why don’t you initiate 
news? If your institution only gets into 
the newspapers when there is trouble, 
this is bad. If there are a hundred 
stories a year and four or five or six 
represent trouble spots, the matter is 
seen in perspective. The play written 
and produced by St. Elizabeths Hos- 
pital’s patients and presented for the 
Institute was announced in the news- 
papers and the public was invited. 
Many people came. This is a good 
example, an exciting example of 
opening the doors. At a June con- 
ference supported by several Founda- 
tions held in Swampscott, Massachu- 
setts, the A.P.A., National Association 
of Science Writers, and Niemann 
Foundation for Journalism brought 
psychiatrists and writers together to 
thresh out some of these problems. 
One thing brought out was that 
people think in stereotypes about psy- 
chiatrists and patients. If you have a 
regular, steady flow of news you can 
gradually change stereotyped thinking. 

And finally, why don’t you get the 
lead out of your shoes? More good 
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stories, more affirmative reports of 
the kind you like to see in newspapers 
and magazines, are fouled up and lost 
because of timing than because of any 
other single factor. Newspapers and 
magazines work on deadlines. This 
is the nature of the animal. A re- 
porter may come around with an em- 
barrassing, awkward question. You 
are distressed. You think, “Friday we 
will have a staff meeting and discuss 
what to do.” This is three days away. 
By then you have had three days of 
unfortunate headlines. It has to be 
done quickly in order to be effective. 

But if you think you have trouble 
with reporters and magazines writers, 
wait until they start bringing TV 
cameras into the hospital! concluded 
Mr. Brecher. 


Discussion: 


Participants: Mr. Joseph R. Brown, 
Ind.; Philip N. Brown, M.D., Mich.; 
J. O. Cromwell, M.D., Idaho; George 
W. Davis, M.D., La.; Hayden Dona- 
hue, M.D., Okla.; George A. Elliott, 
M.D., Mass.; John G. Freeman, M.D.., 
N. D.; W. Everett Glass, M.D., Mass.; 
Mr. Mike Gorman, D. C.; Irvin B. 
Hill, M.D., Ore.; Granville L. Jones, 
M.D., Va.; Mrs. Miriam Karlins, 
Minn.;. Daniel. Lieberman,. M.D., 
Calif.; J. E. C. Morton, M.D., Kans., 
Chaplain Moody A. Nicholson, Okla.; 
Winfred Overholser, M.D., D. C.; 
Mr. Stanley Rands, Sask., Canada.; 
Miss Elizabeth P. Ridgway, Pa.; Mr. 
Robert L. Robinson, D. C.; Reginald 
S. Rood, M.D., Calif.; Mr. Wm, C. 
Ryan, Ore.; Herman B. Snow, M.D., 
N. Y.; Mr. Sidney Spector, Ill.; Mrs. 


R. R. Tamargo, N. Y.; Edgar Yerbury, 
M.D., Conn.; Robert R. Yoder, M.D.., 


Mich. 


Mrs. Karlins, Minnesota, said TV 
may not be so threatening as we 
think. They have brought TV cam- 
eras into a state hospital on an al- 
coholic ward. A woman alcoholic 


agreed to give permission to identify 
her, use her name, and follow her 
60-day treatment program. The TV 
station has run a weekly series, which 


has received national recognition. 
The hospital has had more requests 


for admission to the treatment pro- | 


gram than they can possibly handle. 
It has not been a threat, but a good 
thing. For the first time people went 
behind the closed doors; this was not 
just words. 

How do we solve the problem of 
not giving the names of patients to 
newspapers, not blacking out their 
faces in pictures? It is a dilemma. On 
the one hand the person is presum- 
ably stigmatized by being in a mental 
hospital. On the other hand, we try 
to run these hospitals as others are 
run. If a man in a VA hospital had 
a broken leg, there would be no ob. 
jection to using his real name and 
picture. 

Publishing a _ picture with a 
blacked-out face does more harm for 
the purposes we all hold in common 
than an unfavorable headline, was 
one viewpoint. 

A Pennsylvania hospital reported 
they released the picture of their 
Christmas Cantata group, giving iden- 
tification of all the patients. 

Dr. Philip N. Brown of Michigan 
said they had released photographs of 
patients for three years. They went 
into it quite thoroughly with the met- 
ropolitan Detroit newspapers. Their 
legal departments were a bit skeptical 
as to the advisability of doing it, for 
fear of law-suits. He said facetiously 
that the newspapers finally agreed 
to publish the photographs if he 
would go to jail with them. They 
have used no masked pictures, and 
have had no problems. The news- 
papers have published many photo- 
graphs, including Sunday rotogravure 
features. Even if there were a suit 
which they lost, he conjectured the 
fine might be a token one of six cents, 
which could be used itself in promul- 
gation of the idea that these folks 
aren't disgraced. 

Do you get signed releases from 
your competent patients and from 
the families of incompetent patients 
before you release photographs for 
publication? he was asked. 

Dr. Brown said, Yes, voluntary pa- 
tients sign the release themselves. In 
the case of the committed patients, 
the relative or guardian, if there is 
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one, signs the release. He added, 
ironically: “I am perfectly well aware 
of the fact that the law says the com- 
mitted patient cannot sign the release 
because he is mentally incompetent, 
and that the guardian cannot because 
he isn’t the person who is being pic- 
torialized. I would imagine from a 
legal point of view this could be dif- 
ficult. But yes, we do have releases 
signed.” 

The experience of a Canadian mag- 
azine reported at the Swampscott con- 
ference shows this taboo may be need- 
less. It was the press, rather than hos- 
pital superintendents. that hesitated 
to use full faces. Finally they decided 
they would never know whether it was 
nonsense until they tried publishing 
photos. They did, and had no reper- 
cussions except favorable ones. “How 
nice to be able to see what these 
people are like, and that they are like 
other people. Why hasn’t it been 
done before?” a typical letter said. 

A woman lawyer protested the law 
may say the patient cannot give con- 
sent, that even if he can legally 
give consent, he should not be asked 
for it. If his picture is in the news- 
papers, it can be kept for years to 
come. If later that person should run 
for public office or seek a job, there is 
evidence he has been in a state hos- 
pital. 

Again the historical pageant writ- 
ten by the St. Elizabeths patients was 
recalled. When the curtains opened 
there was nothing but darkness. ‘Then 
a voice came from the dark. ‘Then the 
lights came on. Then a patient said, 
“Now we can be seen.” “I am sure 
they also speak for other patients who 
are perfectly willing to be seen and 
identified. That is how the patients 
themselves feel about it,” said a super- 
intendent. 

Dr. Overholser said a good many 
troubles arise because the law usually 
lags behind public opinion. This is 
a very good example. St. Elizabeths 
patients have appeared on TV and 
photographs have been published in 
national magazines. He said they have 
had very good legal advice from law- 
yers for both media. The lawyers are 
perfectly satisfied with the intent 
shown by the written consent of the 
patient. Although commitment does 
constitute adjudication, no patient's 
picture is used unless the patient him- 
In addition, they 


self gives consent. 





The pageant written, devised and presented to the public by patients at 
St. Elizabeths Hospital, Washington, D. C., emphasized that patients them- 
selves were willing to be seen and identified. 


have a statement from the doctor 
familiar with the case that the patient 
is clear enough to know what he is 
doing. They also have permission 
signed by the responsible relative. 
St. Elizabeths feels that showing the 
patients’ faces has done a good bit of 
good, indicating that neither the hos- 
pital or patient thinks that being in 
a mental hospital constitutes a stigma. 

It was suggested that a public rela- 
tions program can best be imple- 
mented through a mental health or- 
ganization. Superintendents were 
urged to get into business with them. 
Give them responsibilities. Start lay- 
ing out jobs for local mental health 
societies so they can help tell the story 
of what is needed. Don’t forget the im- 
portance of radio programs. Staff 
salaries must be raised if we are going 
to attract good personnel, these groups 
should be told. Services of volunteers 
can help the hospital program and 
public relations, too. Community 
groups should be drawn into the hos- 
pital program, and opening hospitals 
to the public is a way of influencing 
public opinion. Press conferences are 
a useful way of presenting the hos- 
pital’s story, and so are press tours 
through a hospital system arranged 
for a group of writers. Legislators 
have also been taken on similar tours 
as a way of showing them what is 
going on, what is needed. 

A superintendent raised a question 
about the problem of reviewing a 
writer's article before publication. He 


had one on his desk which he felt 
unsuitable, yet felt criticism might be 
interpreted as a threat to freedom of 
the press. He said the writer had a 
contract for the article in what- he 
characterized as a B magazine. In the 
doctor’s opinion it was a C article, 
and he didn’t know what to do with 
the D thing. 

Robert Robinson, A.P.A. Public Re- 
lations Officer, said the Committee on 
Public Information, of which Dr. 
Robert Morse is Chairman, is avail- 
able either directly or through his 
office for advice on problems of this 
sort to help work out solutions ac- 
ceptable public relations-wise and 
from the standpoint of the medical 
profession. 

This is a counterpart, of course, to 
the open press policy which the Asso- 
ciation has developed with extreme 
success in recent years. Mr. Robinson 
said it was five years ago, at the Sec- 
ond Mental Hospital Institute, that 
the first session on public relations 
was held. At that time he postulated 
that we simply had to come to terms 
with the American press as it op- 
erates. It was a radical idea at the 
time. There wasn’t anything ap- 
proaching a harmonious feeling about 
this proposition. It is thrilling that 
at this Institute hardly anyone has 
talked about these new things they 
are doing without reporting a uni- 
formly successful experience. This is 
a wonderful thing. It means we have 
come a long, long way. 


Roster of Delegates 


CANADA 


BARRIE, M.O.L., M.D.., 

Ontario Hospital School, Orillia 

BIRCHARD, CARL, Mental Health Div. 

Dept. National Health and Welfare, Ottawa 

BUCK, C. A., M.D., Inspector, Mental Hos- 
pitals 

Ontario Dept. of Health, Toronto 

CAUNT, THOMAS GILBERT, M.D.. Medi- 
cal Supt. 

Crease Clinic, Essondale, B. C. 

CLANCEY, IAN L. W.., 
rector 

Saskatchewan Hospital, Weyburn 

COLLEDGE, MARY E., Dir. of Nursing 

Verdun Protestant Hosp., Montreal, Quebec 

CUMBERLAND, T. D., M.D. 

Ontario Hospital, New Toronto 

DAVIES, E. J., Asst. Admin. 

Verdun Protestant Hosp., Montreal, Quebec 

DEMAY, MAURICE, M.D., Supt. 

Saskatchewan Hosp., North Battleford 

HOWITT, JOHN R., M.D., Supt. 

Ontario Hospital, Port Arthur 

JAMES, E. A., M.D. 

Ontario Hospital, Kingston 

LISTER, JAMES F. A., Exec. Asst. 

Dept. Provincial Secy., Victoria, B. C. 

LYNCH, D. O., M.D., Supt. 

Ontario Hospital, Toronto 

MATHESON, F. A., Bus. Mer. 


Provincial Mental Health Serv., Essondale, 


B. C. 
McCAUSLAND, A., M.D., Supt. 
Ontario Hospital, London 
MOORHOUSE, H. C., M.D., Med. Supt. 
Ontario Hospital, Coburg 
POTTLE, CLARENCE H., M.D., Supt. 


Hosp. Ment. & Nerv. Dis., St John’s. New- 


foundland 
PROSSER, ROBERT R., M.D., Dir. 


Ment. Hyg. Serv., Dept. Health, Fredericton, 
N. B. 


RANDS, STANLEY, Deputy Dir. 


Psychiat. Serv., Dept. Pub. Health, Regina, 


Sask. 
REED, GEORGE E., M.D., Med. Supt. 
Verdun Protestant Hosp., Montreal, Que. 
SENN, J. N., M.D., Med. Supt. 
Ontario Hosp., Hamilton 
SKITCH, C. H., M.D., Asst. Med. Supt. 
Verdun Protestant Hosp., Montreal, Que. 
WATSON, C. B., Admin. Asst. 
Prov. Ment. Health Serv., Essondale, B. C. 
WEBER, JOHN J., M.D., Supt. 
Ontario Hospital, Woodstock 


ALABAMA 
McCULLOUGH, JOHN D., M.D., Chf. Prof. 


Serv., VA Hospital, Tuscaloosa 


ARIZONA 


WICK, SAMUEL, M_D., Dir. 
State Hospital, Phoenix 
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M.D., Clinical Di- 


ARKANSAS 


BENNETT, BYRON, M.D., Staff Physician 

State Hospital, Little Rock 

BURNS, J. A., M.D. 

State Hospital, Little Rock 

CARNAHAN, ROBERT G., M.D., Asst. 
Supt., State Hospital, Little Rock 

CRAWFIS, E. H., M.D., Supt. 

State Hospital, Little Rock 

GERZ, H. O., M.D. 

State Hospital, Little Rock 

HAWKINS, W. B., M.D., Asst. Chf. Prof. 
Serv., VA Hospital, North Little Rock 

STERLING, H. W., M.D., Manager 

VA Hospital, North Little Rock 


CALIFORNIA 


ADAMS, FREEMAN H., M.D., Supt. 

Stockton State Hospital 

APPLEGATE, CARL E. 

Dept. Mental Hygiene, Sacramento 

DILLON, J. C., M.D., Med. Dir. 

Kingsview Homes, Reedley 

FARLEY, MRS. FRANCES J., R.N., Dir. 
Nur., Lincoln Park Retreat, Los Angeles 

FREEMAN, WALTER, M.D. 

Los Altos 

GARRETT, F. H., M.D., Supt. 

Camarillo State Hospital 

GOODMAN, R. V., Asst. Supt. 

Porterville State Hospital 

HARDGROVE, THOMAS J., M.D., Mgr. 

VA Hospital, Sepulveda 

LIEBERMAN, DANIEL, M.D., Supt. 

Mendocino State Hospital, Talmage 

MILLER, THEO K., M.D., Supt. 

Napa State Hospital, Imola 

O'BRIEN, G. W., Med. Officer 

Oakland Naval Hospital 

PINE, JAMES A., Administrator 

Lincoln Park Retreat, Los Angeles 

RAPAPORT, WALTER, M.D., Director 

State Dept. Ment. Hyg., Sacramento 

ROOD, REGINALD S., M.D., Supt. 

Atascadero State Hospital 

SCHUMACHER, HENRY C., M.D., Chief 

Ment. Health Serv., U.S.P.H.S., San Fran- 
cisco 

riPTON, G. D., M.D., Supt. 

DeWitt State Hospital, Auburn 

WYERS, ROBERT E., M.D., Supt. 

Metropolitan State Hosp., Norwalk 


COLORADO 


BERG, RICHARD, M.D. 

VA Hospital, Fort Lyon 
ZIMMERMAN, F. H., M.D., Supt. 
State Hospital, Pueblo 


CONNECTICUT 


BELLIS, JOHN M., M.D. 

State Dept. Mental Health, Hartford 
BOYNICK, D. K., Asst. to Commissioner 
State Dept. Mental Health, Hartford 


DONNELLY, JOHN, M.D. 

Institute of Living, Hartford 

FITZGERALD, J. A., Chief Fiscal Officer 

State Dept. Mental Health, Hartford 

GREEN, WILLIAM F., M.D., Supt. 

Fairfield State Hospital, Newtown 

HASSELBACHER, FRANZ X., M.D.. Clin. 
Dir. 

State Hospital, Middletown 

KETTLE, RONALD H., M.D., Supt. 

Norwich State Hospital 

RYAN, V. GERARD, M.D., Phys. in Charge 

Elmcrest Manor, Portland 

SCHURGAST, ANSELM, M.D., Sr. Phys. 

State Hospital, Middletown 

WELHAVEN, ARNE, M.D. 

Insitute of Living, Hartford 

YERBURY, EDGAR C., M_D., Supt. 

State Hospital, Middletown 

ZELLER, WILLIAM, M.D. 

Institute of Living, Hartford 


DELAWARE 


TARUMIANZ, ALEXIS, Bus. Mer. 
State Hospital, Farnhurst 
TARUMIANZ, MESROP A., 
State Hospital, Farnhurst 


M.D., Supt. 


DISTRICT OF COLUMBIA 


BLAIN, DANIEL, M.D., Med. Dir. 
American Psychiatric Association 
BUSH, CHARLES K., M.D., Dir. 
A.P.A. Architectural Study Project 
CASEY, J. F., M.D., Dir., Psychiat. & Neurol. 
Serv., VA Central Office 

DRAKE, MARJORIE 

Catholic University 

DUVAL, ADDISON M., M.D., Asst. Supt. 
St. Elizabeths Hospital 

FELDMAN, RAYMOND. M.D. 

VA Central Office 

GINSBERG, S. T., M.D., Chief 
Psychiatry Div., VA Central Office 
GORDNER, LOIS, R.N. 

Public Health Service 

GORMAN, MIKE, Exec. Dir. 

Nat'l. Mental Health Committee 
GUTTERSEN, ALSTON G.., Architect 
A.P.A. Architectural Study Project 
HAYES, ROSE 

Catholic University 

KEENAN, BETTY, Editorial Asst. 
A.P.A. Mental Hospital Service 


KNEE, RUTH, Psychiat. Soc. Work Con- 


sultant 

Public Health Serv. Region 
LINDLEY, CLYDE J. 

VA Central Office 

MAGEE, HON. WARREN E. 
Magee & Bulow, Attorneys 


McDANIEL, FREDERICK L., M.D., Inspec 


tor 
American Psychiatric Association 
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MYERS, EVELYN S., Resources Analyst 

American Psychiatric Association 

OGILVIE, ELSIE C., Nursing Consultant 

American Psychiatric Association 

OVERHOLSER, WINFRED, M.D., Supt. 

St. Elizabeths Hospital 

OZARIN, LUCY D., M.D., Chief 

Hospital Psychiatry, VA Central Office 

PERRY, JANE G. 

A.P.A. State Survey Office 

PERRY, JOHN G., Consultant 

A.P.A. Comm. Clinical Psychology 

PHILLIPS, B. E. 

Recreation Div., VA Central Office 

REDMOND, MARY, R.N., Director 

Psychiatric & Mental Health 
Program, Catholic University 

RICHARDSON, DOROTHY M. 

Research Statistician, Amer. Psychiat. Assoc. 

ROBINSON, ROBERT L. 

Public Info. Officer, American 
Assoc. 

SCHULTZ, JOHN D., M.D. 

D. C. General Hospital 

TAYLOR, WILBUR 

Public Health Service 

TURGEON, JOSEPH H., Admin. Asst. 

American Psychiatric Association 

VAN MATRE, R. M., M.D., Chief 

Psychiatric Training, VA Central Office 

VOSBURGH, PAT, Chief 

Editorial Dept., A.P.A. Mental Hosp. Serv. 

WOODWARD, PHYLLIS, Admin. Asst. 

A.P.A. Mental Hospital Service 

WRIGHT, FRANCES MARY, 
Asst. 

\.P.A. Architectural Study Project 

ZDERAD, LORETTA 

Catholic University 


Nursing 


Psychiat. 


Research 


FLORIDA 
BENBOW, J. T., M.D., Clinical Director 
State Hospital, Chattahoochee 
GILROY, WM. A., Architect 
Ft. Lauderdale 
SCHULTZ, WALTER B., Reynolds, Smith 

& Hills, 

Architects & Engineers, Jacksonville 
WILLIAMSON, VIRGINIA S. 
Chief, Psychiat. Soc. Work 
State Hospital, Chattahoochee 


GEORGIA 
ADAMS, CARSBIE, Ph.D., Hosp. Admin. 
Peachtree Sanitarium, Atlanta 


CALHOON, CLAIR H., Ph.D., Consultant 
Clin. Psychol., U.S.P.H.S., Atlanta 


IDAHO 


CROMWELL, J. O., M.D., Supt. 
State Hosp. South, Blackfoot 


ILLINOIS 


COUCH, WILLARD L., Asst. Dep’y. Dir., 
Mental Health Serv. 

State Dept. Public Welfare, Springfield 

GRAFF, RICHARD J., M.D., Supt. 

Manteno State Hospital 

HAFFRON, DANIEL, M.D., Supt. 

Elgin State Hospital 

KLEIN, ROBERT H., Consultant 

A.P.A. Ment. Hosp. Service, Chicago 

MANISCALCO, ANTHONY E., M.D. 

Chief Prof. Serv. 

VA Hospital, Downey 

MOYER, GRACE SIMS, Div. Voc. Rehab. 

State Dept. Public Welfare, Springfield 


SIPES, ROBERT H.., Asst. Dep’y. Dir. 
Mental Health Serv. 

State Dept. Public Welfare, Springfield 
SLICER, ALFRED, Asst. Dep’y. Dir. 
Rehab.-Ment. Health Serv. 

State Dept. Public Welfare, Chicago 
STRODEL, CARL F., President 
Strodel & Assoc., Chicago 


iNDIANA 


ANDERSON, MILTON H., M.D., Med. Dir. 


State Hospital, Evansville 

BROWN, JOSEPH R., Exec. Dir. 

Ind. Ment. Health Assoc., Indianapolis 
BULGER, MRS. WILLIAM J., Admin. 
Clearview Hospital, Evansville 
BULGER, WILLIAM J., Administrator 
Clearview Hospital, Evansville 
COHEN, ELIAS, Asst. to Commissioner 
State Div. Mental Health, Indianapolis 


DOLNICK, BERNARD, Asst. to Commis- 


sioner 
State Div. Mental Health, Indianapolis 
KLEPFER, J., M.D., Med. Supt. 
Richmond State Hospital 
LAIRD, L. A., M.D. 
Richmond State Hospital 
MAINES, A. L., Bus. Admin. 
Logansport State Hospital 
McATEE, OTT B., M.D., Supt. 
Madison State Hospital 
MEYER, HANS, M.D., Clinical Director 
Muscatatuck State School 


MONAHAN, ANNA C., Secy. to Commr. 


Div. Ment. Health, Indianapolis 
MOORE, DONALD, M.D., Med. Dir. 
Carter Hospital, Indianapolis 


MORGAN, MARGARET, M.D., Commis- 


sioner 
Div. Ment. Health, Indianapolis 
MOSIER, J. M., M.D., Supt. 
New Castle State Hospital 
PAWL, EUGENE T., Bus. Admin. 
New Castle State Hospital 
SASSER, ALFRED, JR., Supt. 
Muscatatuck State School 
STOLLER, THOMAS R.., Bus. Admin. 
Beatty Memorial Hosp., Westville 
TROLLINGER, A. E., M.D., Manager 
VA Hospital, Marion 
VAN DEN BOSCH, W. R., M.D., Supt. 
Beatty Memorial Hospital, Westville 


IOWA 
CATLIN, KARL A., M.D., Asst. Supt. 
Mental Health Institute, Clarinda 
QUIGLEY, W. HEATH, D. C., Dir. 
Clear View Sanitarium, Davenport 
KANSAS 
BAIR, H. V., M.D., Supt. & Med. Dir. 
Parsons State Training School 
BARTMAN, RICHARD E., M.D. 
Parsons State Training School 


CRAVEN, CARMELITA FERN, Nurs. Con- 


sultant 
State Div. Institutional Management, 
Topeka 
CROLEY, HUGH T., Ph.D., Chf. Clin. 
Psychol. 
Winfield State Training School 
DeJONG, H. HOLLAND, M_D., Dir. 
Psychiat. 
Research & Ed., State Hosp., Osawatomie 
DOLGOFF, THOMAS 
The Menninger Foundation, Topeka 
EBERSOLE, MYRON, Administrator 
Prairie View Hospital, Newton 


FELDMAN, PAUL, M.D., Dir. 

Research & Ed., Topeka State Hospital 

FLEMING, PETER, M_.D., 

The Menninger Foundation, Topeka 

HESHER, E. WAYNE, Bus. Mgr. 

Larned State Hospital 

JACKSON, GEORGE W., M.D., State Dir. 

of Institutions, Topeka 

MALBAN, JOHN, 

The Menninger Foundation, Topeka 

MORTON, J.E.C., M.D., Clinical Dir., 

State Hospital, Osawatomie 

POWELL, CAROL, M.D., Instructor 

Dept. Psychiatry, Univ. of Kans., Kansas 
City 

SIMPSON, WILLIAM S., M.D., Clinical 
Dir. 

Topeka State Hospital 

VOGT, HAROLD, Ph.D., Psychologist 

Prairie View Hospital, Newton 

YOPP, A.C., Asst. Dir. Institutions, 

State Dept. Social Welfare, Topeka 

YOUNG, RALPH E., Bus. Mgr. 

Topeka State Hospital 


KENTUCKY 
AHRENS, R. S., M.D., Supt. 
State Hospital, Danville 
EDWARDS, ROY A., M.D., Supt. 
Western State Hospital, Hopkinsville 
FEUSS, CHARLES D., Jr., M.D., Supt. 
Eastern State Hospital, Lexington 
FUNKE, HAROLD F., M.D. 
Central State Hospital, Lakeland 
GAINES, FRANK M., M.D., Commissioner 
Dept. Mental Health, Louisville 
GRAGG, LOGAN, M.D., Clinical Dir. 
Eastern State Hospital, Lexington 
GYSIN, WALTER MARK, M_D., Chief, 
Prof. Serv., VA Hosp., Lexington 
LOIJA, ELEANOR A., R.N., Nurs. Consuli. 
State Dept. Ment. Health, Louisville 
LUND, LEONARD C., M.D., Clin. Dir. 
Western State Hosp., Hopkinsville 
McPHEETERS, HAROLD L., M.D., Asst. 

Commissioner 

Dept. Mental Health, Louisville 
STANLEY, JOHN P., Dir. Bus. Admin. 
Dept. Mental Health, Louisville 
WHITE, EVELYN, R.N., Supt. Nursing 
State Hospital, Danville 
WYMAN, GEORGE P., M.D., Supt. 
Central State Hospital, Lakeland 


LOUISIANA 
DAVIS, GEORGE W., M.D., Clinical Dir. 
Southeast Louisiana Hosp., Mandeville 
TORRANCE, KATHERINE, Dir. Nursing 
Southeast Louisiana Hosp., Mandeville 


MAINE 
DUNN, ROBERT H., M.D., Chief, Prof. 
Serv. 
Psychiat. & Neurol. Hosp., VA Center, 
Togus 
GREENLAW, NORMAN U., Commissioner 
Dept. Institutional Services, Augusta 
POOLER, HAROLD A., M.D., Supt. 
Bangor State Hospital 
MARYLAND 
ADLAND, MARVIN L., M.D., Clinical Dir. 
Chestnut Lodge, Inc., Rockville 
ANDREN, HENRY E., M.D., Med. Dir. 
Cedarcroft Sanitarium & Hosp., Silver 
Spring 
CATTERTON, MARIANNE, Dir. Rehab. 
Therapies 
Spring Grove State Hosp., Catonsville 
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DeWITT, HENRIETTA B., SScD., Dir. 
Soc. Serv. 


Dept. Ment. Hyg., Baltimore 

EICHERT, ARNOLD H., M.D., Supt. 

State Hosp., Crownsville 

FASSETT, DEANE 

Chestnut Lodge, Rockville 

FRANK, JEROME D., M.D., 

Johns Hopkins Hospital, Baltimore 

GARDNER, ROBERT E., M.D., Supt. 

Springfield State Hospital, Sykesville 

GOLDSTEIN, H., Ph.D. 

N.I.M.H., Bethesda 

HALPERT, H. 

N.I.M.H., Bethesda 

HARDER, ELLA J. 

Brook Lane Farm, Hagerstown 

HASTINGS, Mrs. M. 

Rosewood Training School 

HITCHMAN, IRENE L., M.D., Clin. Dir. 

Springfield State Hospital, Sykesville 

JAHRREISS, WALTER A., M.D., Phys. in 
Chg. 

Cont. Trtmt. Serv., Seton Inst., Baltimore 

JONES, WADE 

Brook Lane Farm, Hagerstown 

LAEMMLEN, ARTHUR, Admin. 

Brook Lane Farm, Hagerstown 

LEE, GWENDOLYN 

Crownsville State Hospital 

LYNCH, DORIS, Social Service 

Chestnut Lodge, Rockville 

MOSS, ELIZABETH, Admin. Asst. 

Crownsville State Hospital 

NICKEL, RITA, Brook Lane Farm, Hag- 
erstown 

PADULA, HELEN, Chf. Supv. Psychiat. 
Case Work, 

Spring Grove State Hosp., Catonsville 

POLLACK, EARL S., M.D. 

N.I.M.H., Bethesda 

REDL, FRITZ, Ph.D, Chief 
Lab. Child Research N.I.M.H., Bethesda 

SHALIT, PEARL 

N.1.M.H, Bethesda 


SHEA, FRANK, Chestnut Lodge, Rockville 


SISTER ANNA MARIE, Administrator 
The Seton Institute, Baltimore 
SONNENFELDT, GERTRUD, M.D 
Springfield State Hosp., Sykesville 
SONNENFELDT, WALTHER H., M.D. 
Springfield State Hosp., Sykesville 
STERN, EDITH M. 

Silver Spring 

STERN, WILLIAM 

Silver Spring 

PUERK, ISADORE, M.D., Supt. 
Spring Grove State Hosp., Catonsville 


WILLIAMS, T. GLYNE, M.D., Clinical Dir. 


Spring Grove State Hosp., Catonsville 


MASSACHUSETTS 
BLOOMBERG, WILFRED, M.D., Chief, 
N.P. Serv., VA Hospital, Boston 
ELLIOTT, GEORGE A., M.D., Area Chief 
P. & N., VA, Boston 
GLASS, W. EVERETT, M.D., Supt. 
Taunton State School 
SHEA, JOHN T., M.D., Supt. 
Foxborough State Hosp. 
TURCOTTE, RODOLPH H., M.D., Asst. 

Supt. & Clin. Dir., 

Medfield State Hosp. 

MICHIGAN 
BROWN, PHILIP N., M.D., Med. Supt. 
Northville State Hosp. 
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DICKERSON, WILLARD W., M.D., Supt. 

Caro St. Hosp. for Epileptics 

JONES, ERNEST F., M.D., Mgr. 

VA Hospital, Battle Creek 

KERR, KENNETH G., Bus. Exec. 

Caro State Hosp. for Epileptics 

OBENAUF, WALTER H., M.D., Asst. Med. 
Supt. 

Ypsilanti State Hosp. 

ROBERTSON, PERRY C., M.D., Med. 
Supt. 

State Hospital, Ionia 

SCHRIER, C. M., M.D., Asst. Supt. 

State Hospital, Kalamazoo 

THOMPSON, T. W., M.D., Med. Supt. 

State Hospital, Newberry 

YODER ROBERT R. M.D., 
Supt. 

State Hospital, Northville 

MINNESOTA 

BOURKE, WILLIAM W., M.D., Area 
Chief 

P. & N., VA, Ft. Snelling, St. Paul 

CAMERON, DALE C., M.D., Med. Dir. 

Dept. Public Welfare, St. Paul 

HOLTAN, WALTER E., Institutions 
Admin. Supv., 

Minn. Dept. Public Welfare, St. Paul 

HUTCHINSON, HENRY, M.D., Supt. 

Moose Lake State Hospital 

JENSEN, REYNOLD A., 
Minn. 

Med. School & Hospital, Minneapolis 

KARLINS, MIRIAM, Vol. Serv. Coord. 

Dept. Public Welfare, St. Paul 

PATTERSON, W. L., M.D., Supt. 

Fergus Falls State Hospital 

REITMANN, JOHN H., M.D., Supt. 

\noka State Hospital 


MISSISSIPPI 
HEAD, JOHN JAMES, M.D., Clinical Dir. 
Miss. State Hospital, Whitfield 
HUDSPETH, C. SETH, Exec. Secy. 
Bd. Trustees, Miss. State Hosp., Whitfield 
JAQUITH, WILLIAM J., M.D., Dir. 
Miss. State Hospital, Whitfield 
STOVALL, ROBERT C., Chmn., Bd. 
Trustees 
Miss. State Hosp., Whitfield 
MISSOURI 
BOUNDS, JOSEPH B., M. D., Manager 
VA Hospital, Jefferson Barracks 
BUSCH, ANTHONY K., M.D., Clinical Dir. 
St. Louis State Hospital 
GRECO, JOSEPH T., Assoc. Dir. 
Barnes Hospital, St. Louis 
OLSON, WM.., E., M.D., Chief, N.P. Serv. 
VA Hospital, Kansas City 
ROBINSON, G. WILSE, Jr., 
Dir. 
Neurological Hospital, Kansas City 
SISTER ANNE AYCOCK, Administrator 
St. Vincent’s Hospital, St. Louis 
SISTER ESTHER 
St. Vincent’s Hospital, St. Louis 
YECKEL, GEORGE H., 
Neurological Hospital, Kansas City 
MONTANA 
FABING, REV. CHARLES J. 
Montana State Hospital, Warm Springs 
HARRINGTON, C. L., Asst. Supt. 
Montana State Hospital, Warm Springs 


NEBRASKA 


HOOK, MARJORIE J., R.N. 
Nebraska Psychiatric Institute, Omaha 


Asst. Med. 


M.D., Univ. of 


M.D., Med. 


MARTIN, HAROLD R.., M.D., Clinical Dir, 

Adult Inpatient Serv., Nebraska Psychiatric 
Institute, Omaha 

McGREGOR, ESTHER M., R.N. 

Nebraska Psychiatric Institute, Omaha 

SPRADLING, F. L., M.D., Supt. 

State Hosp., Lincoln 

WITTSON, CECIL, M.D., Prof. & Chmn. 

Dept. N. & P., Univ. of Nebraska, Omaha 


NEW HAMPSHIRE 
McLANE, JOHN R., Jr., Chmn., 
Bd. Trustees, State Hospital, Concord 
NEW JERSEY 
ARIEL, GENEVIEVE M., Secy. to Manager 
VA Hospital, Lyons 
BAGANZ, C. N., M.D., Manager 
VA Hospital, Lyons 
BRECHER, EDWARD, Leonia 
BRUNT, HARRY H., Jr., M.D., Med. Dir. 
N. J. State Hosp. at Ancora, 
DAVIDSON, HENRY A., M.D. 
Essex Co. Overbrook Hosp., Cedar Grove 
GARBER, ROBERT S., M.D., Supt. 
N. J. N-P Institute, Princeton 
GEBIRTIG, THEODORE, M.D., Asst. 
Supt. 
N. J. State Hosp., Greystone Park 
GORDON, J. BERKELEY, M.D., Med. Dir. 
N. J. State Hosp., Marlboro 
LANE, MABEL L., R.N., Dir. of Nurses 
N. J. State Hosp. at Ancora 
LUSSIER, GEORGES H., M.D., Dir. 
Brisbane Child Trtmt. Center, Farmingdale 
MAGEE, HAROLD S., M.D., Supt. 
N. J. State Hosp., Trenton 
ROSENDALE, RICHARD, M.D., Med. Dir. 
Christian Sanatorium, Wyckoff 
SUTTON, JOSEPH G., M.D., Supt. & Med. 
Dir. 
Essex Co. Overbrook Hosp., Cedar Grove 
NEW MEXICO 
STILLINGER, C. G., M.D., Supt. 
N. M. State Hospital, Las Vegas 
NEW YORK 
BECKENSTEIN, NATHAN, M.D. 
Brooklyn State Hospital 
BUCKMAN, CHARLES, M.D., Dir. 
Kings Park State Hosp., Long Island 
CARINI, ESTA, R.N. 
St Vincent’s Hospital, New York 
DAVIES, AUSTIN M., Exec. Asst. 
American Psychiatric Assoc., New York 
GORTON, JOHN V., Consultant, Psychiat. 
Nurs. Serv., Nat'l League Nursing, New 
York 
GRALNICK, ALEXANDER, M.D., Dir. 
High Point Hospital, Port Chester 
KEILL, KENNETH 
Willard State Hospital 
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KELLY, FRANCIS W., M.D., Phys. in Chg. 


Brigham Hall Hosp., Canandaigua 

KWALWASSER, SIMON, M.D., Assoc. 
Med. Dir. 

Hillside Hospital, Glen Oaks 

La BURT, H. A., M.D., Sr. Director 

Creedmoor State Hosp., Queens Village 

LOGAN, TRACY H., Comptroller 

Long Island Home, Amityville 

LOPEZ, LOUIS V., M.D., Manager 

VA Hospital, Canandaigua 

NEHAR, JACK, Mental Health Materials 

Center, Inc., New York 

NEUMANN, THEO W., Jr., M.D., Act. 


Phys. in Chg., Falkirk in the Ramapos, 


Central Valley 
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O'DONNELL, LEO P., M.D., Director 

Harlem Valley State Hospital, Wingdale 

O'NEILL, FRANCIS J., M.D., Director 

Central Islip State Hospital 

PENSE, ARTHUR W., M.D., Dep’y. Com- 
missioner 

State Dept. Mental Hygiene, Albany 

POLLACK, BENJAMIN, M.D., Asst. Dir. 

Rochester State Hospital! 

SAREYAN, ALEX, Exec. Dir. 

Mental Health Materials Center, Inc. N. Y. 

SNOW, HERMAN B., M.D., Director 

St. Lawrence State Hospital, Ogdensburg 

TAMARGO, Mrs. R. R., LL.B. 

Brooklyn 

THOMPSON, WALTER A., M.D., Clin. 
Dir. 

Pinewood Hospital, Katonah 

TOMPKINS, HARVEY J., M.D., Director 

Reiss Mental Health Pavilion, 

St. Vincent’s Hospital, New York 
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Enid State School 

STOLTENBERG, RUTH, Chief Nursing 
Western State Hospital, Fort Supply 
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ABEL, S. E., M.D., Chief, Prof. Serv. 
VA Hospital Murfreesboro 
HICKS, EUDELLE M., R.N., Dir. Nurs. 
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Bd. State Hosps. & Spec. Schools, Austin 


CHAMBERS, RAWLEY E., M.D., Dir. 
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Lynchburg State Training School & Hos- 
pital, Colony 





SEVENTH MENTAL HOSPITAL INSTITUTE 
October 3-6, 1955, Sheraton-Park Hotel, Washington, D. C. 


Program Committee: 
Harvey J. Tompkins, M.D., Chairman 
Mr. R. Bruce Dunlap 
Granville Jones, M.D. 
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ton, D. C. Pp. 32-33, Courtesy of 
CIBA Pharmaceutical Products Inc. 
P. 41, Rosewood School, Owings Mill, 
Md. P. 59, St. Elizabeths Hospital, 
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